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CITY LIFE: THREE PAPERS INVESTIGATING THE HEALTHCARE EXPERIENCE OF REFUGEES WITH 
NCDs RESIDING IN URBAN SETTINGS ACROSS THE MIDDLE EAST AND NORTH AFRICA 
 
The last decade has been defined by the forced displacement of an unprecedented number of people, on a 
scale not seen since World War II. As of 2018, more than 71 million people across the globe have been 
forced to migrate as a result of conflict, natural disasters, drought and famine. More than 19 million crossed 
international borders seeking safety, and were formally registered as refugees. Forced migration has placed 
stress and pressure on surrounding low-and middle-income countries. This has been most notable in the Middle 
East and North Africa as a result of the crisis in Syria.  
 
Host countries in the Middle East and North Africa are overwhelmed by this rapid influx, particularly by the 
healthcare needs of this population. Stakeholders face difficulties providing health services to refugees, owing to 
the increased number of refugees in urban settings, the large demands on host country health systems and the 
epidemiologic transition towards non-communicable diseases (NCDs). Health challenges have been 
exacerbated by weaknesses in the global humanitarian architecture, that result in a fragmented and competitive 
sector that is unprepared for the current context.  
 
Few comparative analyses have examined the diversity of policies and practices aimed at improving services for 
urban-based refugees with NCDs in the MENA region. Furthermore, a variety of quantitative studies examined 
NCD incidence, prevalence and service utilization. However, these studies have quickly become outdated and 
do not explore, in adequate depth, the refugee experience and perspective on accessing NCD services in urban 
settings. Lastly, numerous NCD interventions have been recommended for LMICs. However, very little guidance 
exists to support actors addressing these health concerns in crisis-affected contexts. As a result, this 
dissertation is presented in three papers and responds to these gaps in the literature. Each paper focuses on a 
specific aim and research question and together they identify and provide recommendations for improvement to 
service delivery and policy formulation.  
 
Paper 1 identifies policies and practices, implemented by host countries and humanitarian actors, aimed at 
improving access to NCD services for urban refugees in the Middle East and North Africa. Paper 2 examines, 
using qualitative methods, the healthcare access experience of urban-based Syrian refugees who have been 
diagnosed with NCDs in Jordan. The third portion of this dissertation (Paper 3) is a policy series that provides 
recommendations for the government of Jordan and humanitarian actors to improve healthcare access for 
urban-based refugees with NCDs. It is anticipated that this series of publications will be relevant to traditional 
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For the displaced -- who in the face of gross inequity, conflict, violence and injustice -- 




CITY LIFE: THREE PAPERS INVESTIGATING THE HEALTHCARE EXPERIENCE OF REFUGEES WITH 
NCDs RESIDING IN URBAN SETTINGS ACROSS THE MIDDLE EAST AND NORTH AFRICA 
 
 
The last decade has been defined by the forced displacement of an unprecedented number of people, on a 
scale not seen since World War II.1 As of 2018, more than 71 million people across the globe have been 
forced to migrate as a result of conflict, natural disasters, drought and famine.2 More than 19 million crossed 
international borders seeking safety, and were formally registered as refugees.2 The majority came from two 
regions, the East and Horn of Africa and the Middle East, specifically five countries -- Syria (5.5M), 
Afghanistan (2.3M), South Sudan (2.4M), Somalia (900,000) and Myanmar (932,000).2 The majority migrated 
to urban centers in low-and middle-income neighboring countries (60%) and will likely never be resettled in 
high-income settings.3 4 In contrast to the overwhelming increase in refugee flows are the high aspirations of 
the international community. The Sustainable Development Goals (SDGs) put forth a vision of universal health 
coverage (UHC); and the commitment to “leave no one behind” calls us to consider the health concerns of the 
most marginalized, including urban-based refugees residing in low-and middle-income countries.5-7 
 
The refugee crisis in the Middle East and North Africa (MENA) is a result of numerous protracted conflicts in 
Syria, Afghanistan, Iraq, Yemen and Israel. For the purposes of this dissertation, the term MENA, will be used in 
alignment with UNHCR’s regional definition, which includes: Algeria, Bahrain, Egypt, Iraq, Israel, Jordan, 
Kuwait, Lebanon, Libya, Mauritania, Morocco, Oman, Qatar, Saudi Arabia, State of Palestine, Syria, Tunisia, 
United Arab Emirates, Western Sahara Territory and Yemen. Turkey and Iran were also included as a result of 
their significant role in the refugee response. In 2017, the MENA region accounted for 6% of the global 
population but 25% of the ‘population of concern’ to the UN Refugee Agency (UNHCR) (which includes 
refugees, internally displaced persons, asylum-seekers and stateless persons).2 Forced migration from these 
settings has placed pressure on surrounding low-and middle-income countries.2 8 Turkey, for example, hosts the 
largest number of Syrian refugees in the world, upwards of 3 million.2 One in 4 persons in Lebanon and 1 in 11 
in Jordan is a refugee.8 9  
 
MENA host countries are overwhelmed by this rapid influx, particularly by the healthcare needs of this 
population. Stakeholders face difficulties providing health services to refugees, owing to the increased number 
of refugees in urban settings, the large demands on host country health systems and the epidemiologic 
transition towards non-communicable diseases (NCDs).10-12 Over 5 million registered refugees have been 
displaced from Syria since 2011. The majority have settled in urban settings in Jordan, Lebanon and Turkey12-14 
and face healthcare access challenges that differ from those in camp settings. This population, like others 
across the region, has a high prevalence of NCDs, ranging from 9% to 50%11 with hypertension, arthritis, 
diabetes, cardiovascular disease and chronic respiratory conditions being most common.9 15 16 Mortality rates 
are also staggering, as more than 74% of all deaths in the region result from NCDs.17 Both host country health 
systems and humanitarian actors are challenged by the 'new normal' and are called to adapt and innovate.  
 
Health challenges in MENA have been exacerbated by weaknesses in the global humanitarian architecture, 
which lead to a fragmented, competitive and outdated sector that is unprepared for the current context.6 12 18 In 
addition, host countries have exhibited varying levels of diminishing commitment and capacity to protect the 
right to health for urban-based refugees.4 19 20 As a result, many stakeholders have articulated a need for reform 
aimed at improving the health services provided to refugees and people on the move. However, better evidence 
is required in order to guide reform efforts that will strengthen health care delivery for urban refugees in the 
MENA region.21 Specifically needed is a better understanding of how MENA countries provide NCD services for 
urban refugees, and clarity about refugee perceptions and challenges faced when attempting to access 
services.  
 
Few comparative analyses have examined the diversity of policies and practices aimed at improving services for 
urban-based refugees with NCDs in the MENA region. Furthermore, a variety of quantitative studies examined 
NCD incidence, prevalence and service utilization. However, these studies have quickly become outdated and 
do not explore, in adequate depth, the refugee experience and perspective on accessing NCD services in urban 
settings.9 15 16 19 For example, several of these studies presented health care utilization rates in Jordan and 
Lebanon as being above 80%. They also reported on care seeking behaviors, stating that more than 80% of 
Syrian refugees sought care when needed. While useful baseline information, these measures do not consider 
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whether the care received met the needs of the patient, how many facilities were visited in order to receive care, 
what services were actually delivered during the visit(s), or any other aspects of the care experience that may 
influence the quality of the encounter or the willingness to seek health services in the future. This dissertation 
aimed to analyze these complex dynamics and identify opportunities for improving host country and 
humanitarian policy and practice.  
 
This dissertation, therefore, specifically aimed to: 
1) Identify policies and practices, implemented by host countries and humanitarian actors, aimed at improving 
access to NCD services for urban refugees in the Middle East and North Africa. This aim was accomplished 
through a scoping review of peer-reviewed literature, grey literature, WHO reports and reports from other 
NGOs and government bodies.  
 
2) Examine, using qualitative methods, the healthcare access experience of urban-based Syrian refugees who 
have been diagnosed with NCDs in Jordan. This aim was achieved through the collection and analysis of in-
depth, semi-structured interviews with Syrian refugees in urban Jordan. 
 
3) Develop policy and practice recommendations for the government of Jordan and humanitarian actors to 
improve healthcare access for urban-based refugees with NCDs. This aim was accomplished through 
consolidation of the learnings from the studies conducted under Aims 1 and 2, combined with an expert 
panel consensus process followed by rigorous analysis in order to provide recommendations for effective 
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Background: More than 5.5 million Syrian refugees have fled violence and conflict, and settled in mostly urban 
environments in neighboring countries. The Middle East and North Africa (MENA) region accounts for 6% of the 
global population but 25% of the population are 'of concern’ to the UN Refugee Agency. In addition to large 
amounts of forced migration, the region is also undergoing an epidemiologic transition towards a heavier burden 
of noncommunicable diseases (NCDs), which in 2018 accounted for 74% of all deaths in the region. To address 
NCD needs globally, a myriad of policies and interventions have been implemented in low-income stable 
country settings. However, little is known about which policies and interventions are currently being 
implemented or are best suited for refugee hosting countries across the Middle East and North Africa.  
 
Methods: A scoping review of peer-reviewed and grey literature was conducted to identify policies and 
interventions implemented in the Middle East and North Africa to address the needs of urban refugees with 
noncommunicable diseases.  
 
Results: This scoping review identified 11 studies from Jordan, Lebanon, Iran, West Bank, Gaza and Syria. 
These studies addressed three foci of extant work, (1) innovative financing for expensive treatments, (2) 
improvements to access and quality of treatment and, (3) efforts to prevent new diagnoses as well as secondary 
complications. All interventions targeted refugee populations including Palestinians, Sudanese, Syrians, 
Afghans and Iraqis and five studies also focused on host-communities. These studies tackled four diseases -- 
diabetes, hypertension, cancer and end-stage renal disease.  
 
Discussion: The scoping review highlighted five key findings. First, very few studies focused on the prevention 
of noncommunicable diseases among displaced populations. Second, several interventions made use of health 
information technologies, including electronic medical records, NCD databases for clinicians, and mHealth 
applications for patients. Third, the vast majority of publications were solely focused on tackling NCDs through 
primary care efforts. Fourth, the literature reviewed was very sparse in regard to national policy development, 
and instead favored interventions by NGOs and UN agencies. Last, the perspectives and experiences of 
refugees were notably absent from the literature. Opportunities exist to prioritize prevention efforts, scale up 
eHealth and mHealth interventions, expand access to secondary and tertiary services, address the scarcity of 
research on national policy, and incorporate the perspectives of affected persons in the literature and the 
broader discourse. 
 
Key words: Non-communicable disease, chronic disease, health systems, refugees, global health, 





More than 5.5 million Syrian refugees have fled violence and conflict, and settled in mostly urban environments 
in neighboring countries. The Middle East and North Africa (MENA) accounts for 6% of the global population but 
comprises 25% of the ‘population of concern’ to the UN Refugee Agency (including refugees, internally 
displaced persons, asylum-seekers and stateless persons). In addition to large numbers of displaced persons, 
the region is also undergoing an epidemiologic transition towards more noncommunicable diseases (NCDs). In 
2018, NCDs accounted for 74% of deaths in the Middle East and North Africa. In Lebanon, NCDs accounted for 
84% of deaths, 76% in Jordan and 78% in Saudi Arabia. Prior to the civil war in Syria, NCDs accounted for 77% 
of all deaths and as of 2019, a significant portion of the displaced Syrian population resides in Jordan, Lebanon 
and Turkey.1 2 The dual dynamic of a large number of refugees in urban settings and a high burden of NCDs has 
placed significant pressure on surrounding low-and middle-income host countries, their health systems and 
humanitarian actors. These pressures limit the ability of health and humanitarian actors to provide care that is 
accessible, equitable and high in quality.  
 
As a result, Syrians, as well as other refugee groups, face significant challenges as they receive new NCD 
diagnoses, manage their illnesses, attempt to access host country health systems and cope with conflict and 
displacement.3 4 The most commonly explored NCDs among the Syrian refugee community in Lebanon and 
Jordan include hypertension, chronic respiratory diseases, diabetes, arthritis and cardiovascular disease. 
Hypertension prevalence among Syrian refugees in Jordan and Lebanon was estimated at 9.7% and 7.4%, 
respectively; diabetes prevalence was 5.3% and 3.3%, respectively; and chronic respiratory disease prevalence 
was 3.1% and 3.8%, respectively.5 6 However, these figures are likely underestimates due to self-report bias and 
difficulties identifying representative samples. Other refugee populations, including Iraqis, Afghans and 
Palestinians, also have high NCD burdens. Screening activities across the region estimated that 18% of 
Palestinian refugees had hypertension, while self-reported hypertension among Iraqi refugees ranged between 
3% and 30%.3 
 
To address NCD needs, a myriad of policies and interventions have been implemented in low-income, stable 
country settings.7 In 2010 the World Health Organization (WHO) released The Package of Essential 
Noncommunicable (PEN) Disease Interventions for Primary Health Care in Low-Resource Settings.8 9 The 
package included interventions for heart attack and stroke care as well as asthma and chronic obstructive 
pulmonary disease (COPD). It provided health education and counseling tools and recommendations for how to 
develop early diagnosis systems. The PEN prioritized the integration of NCD care into primary health care 
centers and highlighted key medicines and technologies that should be made available in low-resource 
settings.8 9 However, the PEN did not address the NCD needs or care priorities in complex humanitarian 
emergencies, including those that result in the forced migration of large populations into urban settings.  
 
In humanitarian settings, it is important to have better information related not only to the scale and nature of 
NCD needs but also to useful policies and interventions that support effective, equitable practice. In an attempt 
to identify NCD interventions implemented in humanitarian settings, Ruby et al.7 conducted the first systematic 
review of the effectiveness of NCD interventions in humanitarian crises. The authors identified eight studies, the 
majority of which did not explore interventions in refugee crises. Of the studies that did address refugee needs, 
all were focused on one intervention for Palestinian refugees. However, the Palestinian population is served by 
the United Nations Relief and Works Agency for Palestine Refugees in the Near East (UNRWA) and has a 
vastly different healthcare experience than Syrians or any other refugee group in the MENA region. None of the 
articles included in the review focused on Syrian, Afghan, Iraqi or any other refugee group present in the region. 
 
As a result, little is known about what policies and interventions are currently being implemented for the diverse 
group of refugees residing in urban settings in low-and middle-income host countries across the Middle East 
and North Africa.7 10 Accordingly, the purpose of this study was to utilize a scoping review methodology to 
identify policies and interventions aimed at addressing the needs of urban refugees diagnosed with 
noncommunicable diseases in MENA region.  
 
Methods 
This review was guided by Arksey and O’Malley’s11 methodological framework for conducting a scoping review. 
The scoping review methodology was selected to broadly map policies and interventions. This methodology was 
preferred over that of a systematic review because the literature on this subject is in its infancy and a systematic 
review would limit the focus to specific study designs and require an assessment of the quality of each study. 
Scoping reviews allow for the inclusion of all study designs, including basic descriptions of policies and 
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interventions. These descriptions frequently lack an evaluation, but may nonetheless provide valuable 
information and be significant to understanding the landscape. Arksey and O’Malley’s framework outlined five 
steps, (1) identifying the research question, (2) identifying relevant studies, (3) selecting studies, (4) charting the 
data and (5) collating, summarizing and reporting the results.11  
  
Research question 
The focus of this review was to identify and explore the policies and interventions, implemented by humanitarian 
actors and host countries, that aim to address NCDs among urban-based refugees in the Middle East and North 
Africa.  
 
Identifying relevant studies 
To identify relevant studies, four databases--PubMed, EMBASE, Medline and PsychInfo--were searched in 
November, 2018 for articles published in English between 2000 and 2018. The search strategy combined 
Medical Subject Headings (MeSH terms; see Table 1) and the following keywords or phrases, (1) non-
communicable diseases OR chronic diseases OR diabetes OR hypertension OR cardiovascular disease OR 
chronic respiratory disease OR cancer AND, (2) refugees, AND the (3) Middle East OR North Africa OR 
Lebanon OR Turkey OR Jordan OR Iran. The search terms were purposefully broad in order to capture all 
relevant policies and interventions. The most prevalent NCDs and the nations hosting the largest numbers of 
refugees were added to the search order to capture articles that did not directly use the terms “NCD” or “Middle 
East and North Africa.” The bibliographies of all studies identified in this previous step were reviewed for related 
articles.  
 
To identify interventions and national policies, grey literature was also collected and examined using three 
approaches. First, the World Health Organization’s publications on “Refugee and Migrant Health” were 
searched. Second, the websites of four Ministries of Health (Iran, Jordan, Lebanon, Turkey) were reviewed and 
third, the author consulted colleagues in the MENA region to identify interventions and national policies that 
addressed NCDs among refugees. Colleagues were contacted from two organizations, the American University 
of Beirut and the UNHCR led, Health Sector Working Group in Amman. One consultation identified three policy 
documents which are represented in Figure 1 in the textbox labeled “records identified through other sources” 
but were not included in the final review because they did not specifically address refugee populations. 
 
Table 1.  Search terms   
Refugees          Noncommunicable disease Middle East 
         Chronic disease North Africa 
         Diabetes Lebanon 
         Hypertension Jordan 
         Chronic respiratory disease Turkey 
         Cardiovascular disease Iran 
          Cancer   
 
Study selection 
The search identified a total of 255 articles, including 49 duplicates, which were removed. The remaining articles 
(206) were eligible for inclusion if they described a policy or intervention that was aimed at addressing NCDs 
among urban-based refugees in the MENA region. The author reviewed all titles and abstracts and excluded 
articles based on several criteria (see Table 2). First, when numerous articles relied on the same dataset, only 
the article(s) which most thoroughly described the approach was included. Second, articles were excluded if 
they discussed NCDs in high-income countries or focused on prevalence and risk factors, rather than actions 
taken to improve access and service delivery. Third, opinion pieces, commentaries, news articles and 
dissertations were excluded. One study was unavailable in the public domain and was replaced by a publication 
on an earlier version of the same intervention, resulting in 18 relevant articles eligible for full text review. After 
the full text review, 7 articles were excluded because they focused on refugees residing in refugee camps, 
rather than urban settings, were repetitive publications or addressed national needs but did not incorporate 




Table 2.  Inclusion and exclusion criteria 
Study characteristics Inclusion criteria Exclusion criteria 
Population 
 
Refugees in urban settings. Populations other than urban refugees. 
Intervention or policy Any NCD focused intervention 
implemented for refugees by a 
humanitarian actor or a host country 
health system. Any NCD relevant 
policy that applied to refugee 
populations. 
Publications/reports that did not describe 
an intervention or policy. Repetitive 




Urban/non-camp environments in the 
Middle East and North Africa. 
High income countries; outside the 
Middle East and North Africa. Refugee 
camp settings.  
Study design 
 
All study designs. Opinion pieces, commentaries, 
dissertations, news articles. 
Publications (peer-
reviewed and grey) 
English language only. Languages other than English. 
 
 
Figure 1.  PRISMA diagram: the search and selection process 
 
 
Charting data and collation 
Data were extracted from the selected publications and placed in an excel spreadsheet noting the following key 
variables: author, date of publication, country, aim of the intervention/policy, target population, 
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intervention/policy characteristics, NCDs addressed, how the intervention/policy was measured, outcomes and 
the implementing organization (see Table 3).  
 
Analyzing, collating, summarizing and reporting findings 
The selected studies were read and reread by the author, who used inductive analysis to identify common 
themes or categories. The author's search for themes was also guided by two WHO conceptual frameworks. 
The first framework identified four core components of NCD care -- prevention, treatment, rehabilitation and 
palliative care.12 The second, the Health Systems Framework13 presented six building blocks of a health system 
and noted financing as key to the functioning of a health system. The resulting three themes of prevention, 
treatment and innovative financing (see below) were identified in the scoping review and were well aligned with 
two significant WHO frameworks that aid in understanding NCDs and health systems.  
 
Geographic scope 
For the purposes of this review, the term MENA was used in alignment with UNHCR’s regional definition, which 
includes: Algeria, Bahrain, Egypt, Iraq, Israel, Jordan, Kuwait, Lebanon, Libya, Mauritania, Morocco, Oman, 
Qatar, Saudi Arabia, State of Palestine, Syria, Tunisia, United Arab Emirates, Western Sahara Territory and 
Yemen. Turkey and Iran were also included in this analysis as a result of their significant involvement in the 
refugee response.   
 
Results 
The results are based on 11 peer-reviewed articles from Jordan (N = 5), Lebanon (N = 3), Iran (N = 1) and the 
broader region (N = 2). These 11 papers explored the implementation and/or the evaluation of policies and 
interventions aimed at tackling NCDs among refugees residing in urban/non-camp settings in MENA region. 
One publication was a mixed-methods study, one was a longitudinal cohort study, five were descriptive studies 
and one was a non-control, descriptive intervention study. Three were detailed descriptions of interventions with 
little or no analysis or measurement of effectiveness. The NCDs examined in these publications included Type II 
diabetes, hypertension, cardiovascular disease, cancer and end-stage renal disease (ESRD). In addition to the 
policies and interventions implemented in Jordan, Lebanon and Iran, the United Nations Relief and Works 
Agency for Palestine Refugees in the Near East (UNRWA) implemented regional activities across four or five 
country settings (West Bank, Gaza, Jordan, Lebanon and Syria). Only one of the 11 papers described a national 
policy, while the remaining presented interventions that were implemented by NGOs or UN agencies. 
 
Intervention/policy characteristics 
These interventions and policies addressed three main categories, (1) innovative financing for expensive 
treatments (two papers), (2) improvements to access and quality of treatment (six papers), and (3) efforts to 
prevent new cases as well as secondary complications (three papers). All interventions targeted refugee 
populations, such as Palestinians, Sudanese, Syrians, Afghans and Iraqis. Five interventions also focused on 
host-communities including Jordanians, Iranians and Lebanese. A diversity of actors led these NCD 
interventions, including NGOs (Médecins Sans Frontières, Institute for Family Health, International Medical 
Corps, Medical Teams International), UN agencies (UNRWA, the UN Refugee Agency, International 
Organization for Migration) and health facilities (i.e., American University of Beirut Medical Center, Hashemi 
Nejad Kidney Hospital).  
 
Theme 1: Financing cancer treatment for adults and children 
In two studies, the purpose of the interventions was to provide funding for displaced persons with cancer in 
Jordan, Syria and Lebanon. Spiegel et al. (2014) described one funding mechanism solely managed by 
UNHCR, the Exceptional Care Committee (ECC), which required individuals to apply for funds to cover cancer 
treatments in Jordan and Syria.14 Saab et al.15 described a novel funding collaborative between two medical 
centers in Beirut, Lebanon, and Memphis, Tennessee, respectively.15 Both publications stated that resource-
poor settings and expensive treatments were barriers to cancer care. The authors also noted that financial 
burdens were exacerbated by a lack of insurance coverage for refugees and other displaced persons. 
Specifically, Saab et al.15 stated that while care for Lebanese patients was expensive, most Lebanese patients 
had partial insurance coverage, thus reducing the financial burden on the medical center partners. Both 
interventions were able to finance care for cancer treatment; however, the funds available were often 
insufficient.14 15 Between 2011 and 2017, 311 non-Lebanese children received treatment as a result of the 
medical center collaboration. However, only 107 of them received full treatment. The remaining only had partial 
treatment covered by the medical center collaboration in Lebanon. In Jordan, UNHCR's Exceptional Care 
Committee (ECC) received 511 applications for funding for cancer treatment (between 2010 and 2012) but 
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could only fund 246, which is less than 50% of the requests.14 15 These funding mechanisms supported the 
secondary and tertiary needs of a small segment of patients. 
 
Theme 2: Improving access to high quality NCD care 
Six of the 11 selected articles focused on improving access to NCD care and/or enhancing the quality of NCD 
care in primary health centers. These interventions targeted both patients and physicians and were led by non-
governmental actors. Two themes were noted within these publications. First, eHealth tools were commonly 
used as convenient methods for engaging with patients and clinicians to advance education, behavior change 
and adherence to guidelines. Second, the policy of integrating refugees into host-country health systems was 
uncommon and where implemented, described in sparse detail. This is evidenced by the limited number of 
policies identified that incorporated refugees into national health systems. Additionally, the author’s review of 
grey literature on national policies identified national policies in the MENA region but these policies did not 
explicitly integrate or address refugee needs. In the scoping review results, integration existed on a spectrum 
from full inclusion in host-country health systems to calls for NGO actors to utilize their resources to strengthen 
local health systems by incorporating refugee health workers into service provision. Both themes are discussed 
further below.  
 
Utilizing e-Health tools to improve healthcare quality 
In 2009, UNRWA embarked on a series of improvements to their health services, with specific attention to 
diabetes and hypertension. This reform was documented in more than six peer-reviewed publications. Three of 
these studies were included in the scoping review because they emphasized separate segments of the 
reform.16-18 The most recent publication16 described the implementation journey from 2009 to 2017, when the 
vast majority of UNRWA health centers completed the rollout. The first two segments of the intervention were 
the electronic medical record (EMR) and the development of family health teams. The EMR was web-based, 
utilized the International Classification of Disease codes (ICD 10), and had a built-in appointment system as well 
as several other clinical functions. The second component of this reform -- family health teams, included a 
restructuring of services to provide comprehensive primary healthcare and connect families to long term support 
from a team of providers. The reform also included an mHealth component that addressed specific issues for 
mothers and children.16 The authors presented three indicators as evidence of the interventions progress -- a 
reduction in physician consultations, a reduction in antibiotic prescription rates and high physician satisfaction 
with the EMR. 
 
This reform was further expanded upon in 2 publications by Khader et al. (2012), which highlighted the cohort 
monitoring of Palestinian refugees with diabetes and hypertension in one clinic in Jordan, the Nuzha Primary 
Health Care Clinic.17 18 The authors argued that cohort monitoring-- the frequent review of reports on treatment 
and outcomes for a particular group of patients--could inform quality improvement efforts over time. Several 
cohorts were monitored using the EMR system, in order to understand the basic demographics of the patient 
population. Monitoring also identified program performance on indicators such as the percentage of diabetic 
patients who had had their blood glucose measured and the percentage of diabetic patients who had received a 
foot exam. The authors discovered that the clinic performed poorly on several indicators, with just 42% of 
diabetic patients having had their blood glucose measured as well as little effort to conduct foot exams and no 
evidence of eye exams. The data showed that cohort monitoring had the potential to aid clinicians in identifying 
problems and root causes of poor quality care. However, no actions were taken to change the poor 
performance, though the authors suggested how the data could be utilized in the future.  
 
An intervention in Lebanon also used electronic health tools to improve the quality of care provided in ten 
primary health centers, managed by the International Organization for Migration and the International Medical 
Corps. A longitudinal cohort study was conducted to improve care for Syrian refugees and Lebanese patients 
through the implementation of clinical guidelines and the adoption of an mHealth application.19 The guidelines 
were adapted for the local context, and clinicians were trained on all components of the protocol. The mHealth 
application was implemented as both an EMR for clinicians and a personally-controlled health record (PCHR) 
for patients. Physicians utilized the EMR for documentation of patient care, and patients used the PCHR 
component to increase the mobility of their record and to access educational materials on medications and 
lifestyle behaviors. The full program was implemented in two phases over 20 months.  
 
The authors measured several outcomes: clinical measurements (i.e., blood pressure), patient-provider 
interactions (measured by exit interviews) and medication prescription and use (measured by phone interviews 
and health records). Findings were mixed and highlighted that guidelines alone did not improve outcomes, 
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whereas guidelines plus an mHealth application improved several outcomes. Changes in clinical measures were 
not significant, though the authors argued that the implementation period was short and that many clinicians 
rejected use of the application. All components of patient-provider interactions improved significantly (i.e., the 
provider took a medical history, the provider asked about medication complications) and there were notable 
increases in the reporting of medication prescription and use in the EMR.19  
 
Integrating refugees into host country health systems 
In addition to the use of eHealth applications to improve NCD services, other actors attempted to integrate 
refugee health workers or refugee health services into host-country health systems. For example, Medical 
Teams International (MTI) was an early responder to the health needs of Syrian refugees in Lebanon. MTI 
provided mobile clinics and then shifted service delivery to a focus on expanding the role of community health 
workers.20 Several factors motivated MTI’s change in approach. First, the Lebanese government required that 
NGOs invest in health systems strengthening rather than develop parallel health structures. Second, MTI 
conducted several studies that identified key gaps in service provision in their own programs. The organization 
responded by investing in refugee outreach volunteers (ROVs) who served as community health workers. ROVs 
monitored disease control for community members with diabetes and hypertension, led discussions on changes 
to diet and smoking habits, conducted cardiovascular disease risk assessments and referred high-risk refugees 
to primary health centers (PHCs). The authors reported descriptive statistics, including the number of blood 
pressure monitoring visits completed by ROVs and the number of refugees referred to PHCs for more advanced 
care. The intervention was not measured for effectiveness and did not present outcome indicators.    
 
One study aimed to improve access to care for refugees with end-stage renal disease in Iran. The Iranian 
national health policy provided Afghan refugees access to dialysis and kidney transplantation at government 
facilities.21 Specifically, Afghan refugees, with end-stage renal disease (ESRD) could receive kidney donations 
from others of the same nationality. In 2004, the authors conducted a simple descriptive analysis of the 
transplantation program in Tehran, through a review of Ministry of Health (MOH) records. They found that 241 
refugees had ESRD, 179 were on dialysis and 62 had received a transplant. It should be noted that Afghan 
refugees could not be kidney donors to Iranian nationals for fear of exploitation or coercion. The integration of 
Afghan refugees into the Iranian health system was a novel approach to managing the health and wellness of 
displaced persons. While this integration was not measured for effectiveness, it was monitored over time to 
document availability of the service and any risk of ethical concerns. 
 
Theme 3: Preventing NCDs and NCD complications 
Prevention efforts were highlighted in three of the identified studies. Collins et al.22 illustrated a cardiovascular 
disease (CVD) risk assessment and prevention program that took place in two Médecins Sans Frontières (MSF) 
clinics in Jordan. The clinics introduced CVD risk assessments in tandem with cholesterol testing. This risk 
assessment tool was applied to Syrian refugees and Jordanian patients with hypertension, diabetes, chronic 
obstructive pulmonary disease, asthma and CVD and was intended to aid clinicians in identifying risk and 
prescribing relevant medications. The team conducted a mixed-methods study to understand the extent to which 
the tool was used and challenges faced during implementation. Quantitative findings revealed that very few 
patients had a CVD risk score assigned to them and that half of the high-risk patients were not prescribed the 
needed medication. Qualitative findings uncovered reasons for this failure to adhere to the CVD risk assessment 
guidelines, including confusion about how to use risk assessment charts and the desire to prioritize lifestyle 
changes over medications. Further, the risk assessment was only being conducted by physicians but several 
nurses seemed to have a better understanding of the tool. This intervention focused on improving clinician 
behavior and preventing CVD among patients who had other NCD diagnoses.  
 
The remaining two prevention efforts aimed to change patient behavior. Rowther et al.23 presented a diabetes 
risk assessment and motivational interviewing intervention in a Jordanian clinic managed by the Institute for 
Family Health (IFH). This program, the Computer-Assisted Diabetes Risk Assessment and Education program 
(CADRAE), targeted marginalized communities across a broad spectrum including refugees (Syrian, Palestinian 
and Iraqi) and Jordanians. The initiative had two components: a self-administered computerized survey that 
helped patients identify their diabetes risk, followed by a short, computerized, motivational interview that 
supported patients in considering lifestyle changes. The survey portion asked patients about family history, use 
of anti-hypertensives, physical activity, fruit and vegetable intake, body mass index and other items. The 
motivational interview was a mini-counseling session aimed at aiding patients in setting achievable goals around 
their behaviors. Both activities took place in the IFH clinic waiting room. Patients also received phone calls 1-





Country Aim of 
intervention/policy
Target population Intervention/policy 
characteristics
NCD(s) addressed How intervention/policy was 
measured










Improve quality of all 
service with attention 




PHC reform, e-health (EMR) 
system, appointment system 
and Family Health Teams. 
NCDs
Daily consultations, physician 
satisfaction, waiting time for 
patient registration, antibiotic 
prescription rate
Physician's daily consultations were reduced from 104 to 85. 89% of 
doctors expressed satisfaction concerning timesaving and efficiency of 
e-Health. Average wait time in registration queue decreased from 25 
minutes to 12 minutes. Average registration time reduced from 6 
minutes to 1.5 minutes. Average antiobiotic prescription rate 
decreased from 27% to 24.5% and average number of medical 
consultations per day decreased 104 to 85.










Cardiovascular disease risk 
assessment and management 
tool for physicians in 





testing, risk factor 
measurements, prescribing 
behavior
One fifth of patients had a history of CVD while 56.8% of patients had a 
WHO/ISH risk of <10%. 23.3% of patients had a documented WHO/ISH 
risk score of which 65% were correct. 60.4% of patients were eligible 
for lipid-lowering treatment and 48.3% of these patients were 
prescribed it. Analysis of interviews with sixteen MSF staff identified 
nine explanatory themes. 
Medecins Sans 
Frontieres
Doocy et al. 
(2017) Lebanon
Improve quality and 
continuity of care, 
health literacy, mobility 





Introduction of standards 
guidelines, training for 
clinicians, counseling of 
patients and mHealth: Patient-
controlled health record, EMR 





medication prescription and 
use
Compared with baseline record extraction, recording of BP readings 
and blood sugar measurements significantly decreased following the 
implementation of treatment guidelines. Recording of BP readings also 
decreased after the mHealth phase as compared with baseline; 
however, recording of BMI reporting increased at the end of the 
mHealth phase from baseline and the guidelines phase. There were a 
great proportion of patients for whom blood sugar, BP, weight, height, 
and BMI were recorded using the tablet compared with in paper 
records; however, only differences in BMI were statistically significant. 
Data extracted from the mHealth app showed that a higher proportion 
of providers offered lifestyle counseling compared with the counseling 
reported in patients' paper records. There were statistically significant 






Corps in 10 health 
centers
Ghods et al. 
(2005)* Iran





Integration of refugees into 




Descriptive analysis: # on 
dialysis, # undergone 
transplantation, nationality of 
donors and recipients
Outcomes were not measured
Transplantation Unit, 




Inform and improve the 




Cohort monitoring of 
hypertension patients using e-
health
Hypertension
Descriptive analysis of routine 




At the time of the study, 3119 (76%) of 4130 patients were retained in 
care, 878 (21%) had failed to present to a healthcare worker in the last 
3 months and the remainder had died, transferred out or were lost to 
follow-up. Outcome analysis indicated deficiencies in several 
components of clinical performance related to blood pressure 
measurements and fasting blood glucose tests to screen 
simultaneously for diabetes. Between 8% and 15% of patients with HT 
had serious complications such as cardiovascular disease and stroke.
United Nations Relief 
and Works Agency











How intervention/policy was 
measured







Inform and improve the 




Cohort monitoring of diabetes 
patients using e-health
Diabetes
Descriptive analysis of routine 




At the time of the study, 70% of 2851 patients were alive in care, 18% 
had failed to present to a healthcare worker in the last 3 months and 
the remainder had died, transferred out or were lost to follow-up. 
Outcome analysis indicated deficiencies in several components of care: 
measurement of blood pressure, assessments for foot care, blood tests 
for glucose, cholesterol and renal function. 10-20% of patients with 
DM in the different cohorts had serious late complications such as 
blindness and stroke.





Prevent diabetes among 
high-risk patients 






Computer assisted diabetes 
risk assessment & self-
administered motivational 
interviewing module with one-
month telephone follow-up by 
a nurse.
Type II diabetes
Intervention was not 
measured
Outcomes were not measured
Institute of Famiy 
Health (IFH); Noor Al 
Hussein Foundation; 
UC Irvine
Saab et al. 
(2018)
Lebanon
Provide care free of 







from Iraq and 
Syria. Lebanese 
children.
Funding scheme to support 





information, actual & 
projected budgets, outcomes 
(including relapse and death)
575 non-Lebanese children suspected to have cancer were evaluated. 
Of those, 311 received direct medical support, with 107 receiving full-
treatment coverage and 204 receiving limited-workup/specialty 
services; the remaining 264 patients received medical consultations.
American University 
of Beirut Medical 
Center; Children's 
Cancer Center of 
Lebanon Foundation; 














To encourage behavior 




Education, cooking and 
exercise sessions for patients 
with type I and II diabetes from 
8 health centers
Type I and Type II 
diabetes
Non-control interventional 
descriptive study: Analysis of 
weight, BMI, waist 
circumference, blood sugar, 
blood pressure, cholesterol 
and patient knowledge and 
behavior
Significant reductions in body measures (i.e., BMI) and biomarkers 
(i.e., blood pressure)
United Nations Relief 
and Works Agency








primary care and health 
promotion through Refugee 




Summary of initial program 
efforts: # of visits to monitor 
blood pressure, capillary 
glucose and medication 
adherence; # of refugees 
referred to PHC and # of home 
visits for education







Provide funding for 
refugees with serious 
medical conditions
Registered 




Funding scheme to support 
refugees with serious medical 
problems. Committee of 
physicians that makes clinical 
funding decisions. Exceptional 
care committees (ECC).  
Cancer 
Descriptive analysis: 
demographics, types of 
cancers, approvals and 
funding, reasons for denial
Outcomes were not measured
United Nations Relief 
and Works Agency
Table 3.  Summary of selected studies 
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Abu Kishk et al.24 evaluated the final prevention-related intervention, a community-based campaign for 
Palestinian refugees who had diabetes and attended an UNRWA clinic. The six-month campaign, “Life is 
Sweeter with less Sugar” included education sessions focused on, among other things, diabetic 
symptoms, medications and dental care. The campaign also incorporated monthly cooking classes and 
bimonthly exercise sessions in various communal locations. Similar to most UNRWA interventions, this 
campaign took place in four out of five of UNRWA’s locations -- Jordan, the West Bank, Lebanon and 
Gaza. Syria was excluded as a result of the Syrian Civil War. The authors evaluated the effectiveness of 
the intervention by analyzing pre-and-post performance on several data elements, including 
demographics, body measurements, blood tests and blood pressure. Significant changes were observed 
in all areas.   
 
Discussion 
This scoping review identified 11 publications that presented interventions and policies aimed at 
addressing NCDs among urban refugee populations in MENA region. Ten of the 11 publications focused 
on interventions, and only one described a national policy. The majority of the studies were conducted in 
Jordan, addressed the NCD needs of adults, and tackled five diseases - diabetes, hypertension, cancer, 
cardiovascular disease and end-stage renal disease. Palestinian and Syrian refugees were the most 
common population targeted for support. However, the majority of papers that focused on Palestinians 
pertained to a single regional reform effort undertaken by a UN agency, UNRWA. Other funding and 
implementing organizations involved in the selected studies were UNRWA, MSF, International 
Organization for Migration, International Medical Corps, the Transplantation Unit at Hashemi Nejad 
Kidney Hospital, Institute for Family Health, Noor Al Hussein Foundation, University of California-Irvine, 
American University of Beirut, Children’s Cancer Center of Lebanon Foundation, St. Jude Children’s 
Research Hospital, the American Lebanese Syrian Associated Charities and Medical Teams 
International. 
 
It is important to note the paucity of published work that thoroughly described NCD interventions and 
policies related to urban refugees in crisis-affected contexts or evaluated the efficiency and effectiveness 
of such approaches. In light of the growing burden of noncommunicable diseases in middle-income 
settings, coupled with the increasing frequency of humanitarian crises in middle-income countries, the 
field requires greater investment in research on effective ways of addressing NCDs. Much of the peer-
reviewed literature articulated the challenges faced -- high prevalence, high percentage of deaths due to 
NCDs, general barriers to care and other upstream concerns – but presented very few tested solutions.  
 
This review produced five key findings that have implications for research and practical efforts to address 
NCDs among urban refugees in the Middle East and North Africa. First, very few studies focused on the 
prevention of noncommunicable diseases among displaced populations. This is unfortunate since 
displacement is increasingly a long-standing situation, and prevention is a pillar of efforts to improve long-
term health. Primary prevention efforts are less expensive than treatment and can shift the focus from 
expensive hospital services to less expensive health centers and community-based programs.25 The 
studies identified through this review focused solely on patients who had already been diagnosed with a 
disease and were being treated at a primary healthcare clinic. Only one study implemented a program 
outside of a clinic setting and incorporated community-based concepts. However, that study team 
focused only on patients who had been diagnosed in their primary healthcare clinics, and were thus 
attempting to prevent secondary complications.  
 
Opportunities exist to engage in the primary prevention of noncommunicable diseases among adults, 
adolescents and children who have yet to be affected by any diagnosis. Greater attention and funding 
should be directed towards primary prevention in order to reduce morbidity, mortality and healthcare 
costs.4 Moreover, many NCDs are preventable through changes in individual behavior, reductions in 
social and economic inequalities and regulation of commercial determinants of disease. Two of the three 
prevention studies focused on the former, changing patient behavior, while the third prioritized modifying 
physician behavior. No studies explored more complex root causes of NCDs, or implemented multi-
sectoral approaches to address these issues. Prevention efforts could include education, smoking 
cessation, cooking courses, the modification of public spaces to improve accessibility and legislation that 
limits the marketing of unhealthy foods. In addition, several interventions highlighted in this review may be 
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adapted to address prevention concerns, including the deployment of refugee outreach volunteers and 
the utilization of mobile technologies for education and coaching. 
  
Second, a promising area of intervention was the use of health information technologies (HIT), including 
electronic medical records (EMRs), NCD databases for clinicians, and mHealth applications for patients. 
EMRs were used to manage daily clinical encounters as well as monitor patients over time to identify 
trends in care and areas for improvement in service delivery. An NCD database was utilized to review 
physician practice behaviors and identify the need for additional intervention with physicians and nurses. 
An mHealth application, administered on a portable touch-screen computer, helped patients understand 
their risk of developing diabetes and encouraged them to modify their lifestyle to avoid diagnosis. One 
intervention combined an EMR for clinicians with a personally controlled health record (PCHR) for 
patients, providing both parties access to the medical record, the ability to move the record easily to 
another facility, and to view educational materials. The use of HITs in resource-poor settings has 
increased dramatically in recent years and has been used to manage a variety of health concerns and 
health systems challenges.4 26 HIT may be well suited for prevention, treatment and rehabilitation efforts 
among populations on the move. Health and humanitarian actors should continue to research and expand 
on these experiences with HITs in order to identify effective interventions and scale them up in relevant 
contexts.  
 
Third, the vast majority of publications were solely focused on tackling NCDs through primary care efforts 
and did not address specialized needs or services. While primary care is a key component of NCD 
services, access to specialists and more advanced care is important for the prevention of mortality and 
morbidity. For example, people with diabetes are at risk of diabetic retinopathy and neuropathy, and 
specialists help to treat and avoid these secondary complications. Primary care interventions were the 
most common because the implementers identified in this review were NGOs and UN actors. As a result 
of funding limitations and a lack of experience with supporting NCDs in crisis settings, NGO and UN 
actors often only provide primary care. However, a prioritization of primary care without the support of 
specialists (i.e., endocrinologists, nephrologists, oncologists, pulmonologists) and secondary care settings 
reduces access to comprehensive and coordinated NCD services and negatively impacts health 
outcomes. Access to advanced secondary and tertiary NCD services are an urgent concern among 
refugee populations in urban/non-camp settings and likely can only be improved through efforts to 
integrate refugee populations into national health systems.27  
 
Fourth, only one publication addressed a national health policy and did so with very little detail. Policy 
frameworks serve as guiding documents for how to address large scale health needs, include all 
populations, identify financial and other resources, cultivate partnerships and monitor and evaluate policy 
implementation. The dearth of documentation about policy frameworks that address NCD needs among 
refugees in urban settings is problematic. Policy development and implementation are complex and 
require the involvement of many stakeholders. Frequently key populations are left out of policies, or the 
steps taken to implement a policy lack fidelity to what the policy had intended to accomplish. Poorly 
crafted policies can discriminate against marginalized communities or have other unintended 
consequences. As a result, continuous, unbiased monitoring and evaluation of national policies is key to 
ensuring inclusiveness and effectiveness. Greater efforts are needed to document and evaluate current 
policy frameworks and their success in addressing NCDs in displaced populations.  
 
Moreover, the one policy identified in this scoping review responded to the needs of Afghan refugees by 
making them eligible for Iran’s national program for dialysis and kidney transplantation. This policy 
focused on the integration of refugees into host country health systems. UNHCR and other actors tout 
integration as the best approach to meeting the needs of displaced persons in urban settings, particularly 
because of the protracted nature of crises. However, the execution of this philosophy has been limited, 
and where it has occurred, description and measurement have been minimal.28 29 Rather than integrating 
refugees into host country health systems, many actors provide health services for refugees through 
parallel programs and structures. The problems that arise as a result of parallel service delivery have 
been widely discussed, including limited sustainability and wastage of resources.10 28 30 Parallel structures 
also risk doing harm by creating short term programs that are frequently interrupted, providing services 
that are not aligned with cultural expectations, and focusing heavily on treatment over prevention of 
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illness.31 Documentation and evaluation of policy frameworks could aid stakeholders in exploring 
integration opportunities and determining feasibility and effectiveness of such approaches. 
 
Last, refugee perspectives on their own health and their access to NCD services were notably absent 
from the literature. While interventions and policies were presented in varying depth and quality, 
researchers failed to document how refugees interacted with health services in urban settings and 
whether these services met their needs. Capturing and analyzing the experiences of affected persons is 
key to increasing health access, enhancing the quality of services and improving health outcomes. 
Dozens of authors have argued that health professionals and health systems benefit from listening to 
patients and communities.32 33 This ‘listening’ allows the system to respond to needs and engage patients 
in the co-creation and design of health services and other approaches to wellness.32 34 Incorporating 
patient and community perspectives into the design and evaluation of programs results in a variety of 
benefits including empowerment of vulnerable communities, strengthening of health systems and greater 
patient self-care and self-management.33 This gap in the literature suggests that clinicians and health 
systems may have a limited understanding of patient and community assets and needs, and may be 
making incorrect assumptions about what is most useful for the populations they serve. 
 
Limitations 
These findings should be viewed in light of several limitations. This scoping review included all possible 
study methodologies and did not attempt to critique the quality of the selected studies. However, this is 
aligned with the goal of scoping reviews and made it possible to review a wide range of interventions and 
policies from across the region. Also, the review is limited to select years (2000-2018) and the English 
language, which may have resulted in missed opportunities to identify novel approaches to NCDs. 
However, it is recognized that the discourse on tackling NCDs among urban refugees increased in 
response to the fleeing of Iraqi refugees in 2003 and Afghan refugees in 2001. Thus, the majority of the 
reviewed work on this topic occurred in this time period. 
 
There is a risk that the works captured by this review do not include all relevant interventions and policies, 
particularly because practitioners may not have published these items as peer-reviewed or grey literature. 
Further, in this scoping review, each intervention and policy was described at differing levels of depth due 
to differences in depth of description and analysis in the original publication. A future review may benefit 
from a more thorough consultative process, wherein reviewers contact and interview implementers to gain 
more in-depth understanding of intervention characteristics and additional findings that may have arisen 
post-publication. Even with these limitations, the findings of this study have significant implications for 
practitioners, policymakers and donors and can be utilized to explore additional research questions, 
identify possible interventions worth piloting and collaborate with actors that have valuable experience in 
the subject area. 
 
Conclusion 
The aim of this review was to compile research about the interventions and policies aimed at addressing 
the needs of urban based refugees diagnosed with noncommunicable diseases across the MENA region. 
The review concluded that, (1) very few interventions were aimed at preventing NCDs among the forcibly 
displaced, (2) that eHealth and mHealth were readily used across different crisis settings and (3) that 
most NCD efforts solely focused on primary care, while secondary and tertiary NCD care were absent 
from the refugee literature. Additionally, the review identified (4) limited writing on health policies and (5) 
an absence of work that inquired about refugee perspectives and experiences with NCD services in host 
countries.  
 
Much additional work is needed to provide comprehensive, equitable, quality health supports for urban 
refugee populations. In regard to NCDs, opportunities exist to prioritize prevention efforts, scale up 
eHealth and mHealth interventions, expand access to secondary and tertiary services, analyze national 
health policies and elevate the voices of refugees in health services research. While there are several 
interventions and policies that appear promising, other efforts will require more rigorous study designs to 
determine effectiveness in diverse settings. This scoping review is a first step in documenting current 
interventions and policies and recognizing strengths and gaps across these approaches. Practitioners, 
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policymakers and donors can utilize this content to more strategically plan local, national and global 
responses to NCD needs among refugees residing in urban settings. 
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Background: Humanitarian actors and host-countries in the Middle East and North Africa region are 
challenged with meeting the health needs of Syrian refugees and adjusting the response to contemporary 
humanitarian conditions – urban-based refugees, stressed host-country health systems and high NCD 
prevalence. Although several studies have explored NCD prevalence, utilization of services and barriers 
to access, these analyses took place prior to dramatic shifts in Jordanian health policy and did not 
account for nuances in health seeking and utilization behaviors or operational barriers. Accordingly, we 
sought to understand the healthcare experiences of Syrian refugees with NCDs, residing in urban Jordan 
in 2018. 
 
Methods: A cross-sectional qualitative study was conducted to explore the healthcare experiences of 
Syrian refugees in Jordan. The study team conducted 68 semi-structured, in-depth interviews with Syrian 
refugees in urban locations in central and northern Jordan. 
 
Results: The findings indicated four themes key to understanding the healthcare experience: (1) 
emotional distress is a central concern and is frequently highlighted as the trigger for a non-
communicable disease or its exacerbation; (2) service provision across all sectors – government, NGO, 
private –  is complex, inadequate, expensive and fragmented, making engagement with the health sector 
physically and financially burdensome; (3) given financial constraints, participants make harmful decisions 
that further damage their health in order to reduce financial burdens, and (4) host-community members 
actively exhibit solidarity with their refugee neighbors and specifically do so during emergency health 
episodes. The findings from this study can be used to inform program design for forcibly displaced 
persons with NCDs and identify points of entry for effective interventions.  
 
Conclusions: Opportunities exist for humanitarian and host-country actors to provide more 
comprehensive NCD services and to improve the relevance and the quality of care provided to Syrian 
refugees in Jordan. Global and national funding will need to align with front-line realities and foster better 
coordination of services between host-country health systems, private actors and non-governmental 
organizations. 
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The Sustainable Development Goals (SDGs) put forth a vision of universal health coverage (UHC); and 
the commitment to “leave no one behind” calls us to consider the health concerns of the most 
marginalized, including refugees residing in low-and-middle income countries (LMICs) [1-3]. The forced 
migration of Syrians has been the primary example of difficulties faced when providing healthcare 
services to refugees, living in LMICs under challenging conditions, including growing numbers of refugees 
in urban settings, the enormous demands on host-country health systems and the demographic transition 
towards non-communicable diseases (NCDs) [4-6]. Over 5.5 million registered refugees have been 
displaced from Syria since 2011. The majority of refugees have settled in urban settings in Jordan, 
Lebanon and Turkey and face access challenges that differ from the camp-based experience [6-8]. This 
population, like others across the Middle East and North Africa (MENA), has a high prevalence of NCDs, 
ranging from 9% to 50% [5]. Seventy-four percent of regional mortality is due to NCDs including 
hypertension, arthritis, diabetes, cardiovascular disease and chronic respiratory conditions [9-11]. In an 
attempt to meet the needs of this refugee population, a variety of interventions have been undertaken in 
the MENA region including, disease management algorithms, electronic medical records and the 
expansion of essential drug lists to include medications for NCDs [12, 13].  
 
Despite these efforts, humanitarian actors remain overwhelmed by the number of refugees in need of 
NCD care, underfunded by global donors and fragmented in practice, resulting in responses that are ill 
equipped to meet contemporary demands [4, 6]. Host-country health systems are also challenged by the 
influx of refugees with chronic, long-term healthcare needs which may impact the quality and 
comprehensiveness of services provided [6, 14-17]. Jordan, for example, provided free services early on 
in the crisis, but overtime, increased the cost of services making comprehensive care inaccessible for 
many [18]. In Lebanon, the health system was largely privatized, also resulting in high out-of-pocket 
expenses and access limitations [5, 6]. Early studies analyzed utilization patterns of Syrian refugees with 
NCDs and noted high utilization in public, private and NGO facilities. However, these analyses took place 
prior to dramatic shifts in Jordanian health policy and did not account for nuances in utilization behavior 
nor the quality of services being provided [7].  
 
More recently, the UNHCR Health Access and Utilization Survey (2016) reported that 34% of Syrian 
refugees with hypertension and 37% of those with diabetes have been unable to access services and 
medications in Jordan [19]. In 2018, UNHCR reported that 2% of spontaneous returns from Jordan to 
Syria were a result of medical needs and the high cost of treatment in Jordan [20]. Additional literature 
described well-known barriers to access, including cost of services, medications and transportation [5, 9, 
10, 21]. However, little documentation exists about the personal experiences of refugees, the operational 
barriers they face when accessing services, and how they make decisions amidst a myriad of 
interconnected life pressures. Moreover, the majority of studies to date have been quantitative and unable 
to capture refugee perspectives, document the complex nature of patient encounters, and identify 
refugee-driven solutions. The inattention to refugees’ own perspectives is unfortunate and likely 
contributes to ongoing invisibility and absence from local, national and global decision-making. 
 
Accordingly, we sought to understand the healthcare experiences of Syrian refugees residing in Jordan in 
2018, with specific attention to personal perspectives about illness, approaches to healthcare decision-
making, operational barriers faced when accessing care, reflections on healthcare quality and methods 
for coping with challenges of health care access. Jordan provided a relevant setting for this study 
because the country is middle-income and located in MENA, a region that has undergone a demographic 
transition resulting in high rates of NCD deaths [4, 7]. Jordan also hosts over 650,000 registered Syrian 
refugees (some estimates including unregistered persons are as high as 1.4 million) [22]. In the early 
stages of the crisis, Jordan made select primary care services free for Syrian refugees. However, in 
January 2018, Jordan increased the cost of services for Syrian refugees to the “foreigner rate,” with 80% 
of fees paid prior to services being rendered [7, 23]. Opportunities exist to better understand the Syrian 
refugee experience accessing NCD services with the aim of ensuring high-quality, continuous, 
coordinated and comprehensive care.  
 
Methods 
Study design and sample 
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A cross-sectional qualitative study was conducted to explore the healthcare experiences of Syrian 
refugees in Jordan. The study team conducted semi-structured, in-depth interviews with Syrian refugees 
in urban locations in central and northern Jordan. These locations were selected for two reasons, (1) the 
majority of Syrian refugees reside in the northern and central governorates and (2) our humanitarian 
partner, International Rescue Committee (IRC), provided services in these areas. The sample frame 
included adult refugees over the age of 18; who lived in urban/non-camp settings in Jordan; had at least 
one of three diagnoses - diabetes, hypertension or asthma; and sought care from one of two static IRC 
clinics in 2016, but did not return for care. People who did not meet these criteria were excluded. 
Participants were purposively sampled [24] to include a balance of men and women and a range of ages. 
Interviews were conducted until theoretical saturation was achieved [25], the point at which no new 
concepts arose (n=68). 
 
Tool development and data collection 
Semi-structured, in-depth interviews were conducted by Jordanian interviewers in Levantine Arabic during 
the month of April 2018. Data collectors utilized a 10-question interview guide (Appendix 1) that 
investigated several topics related to the healthcare experience including (1) perceptions of own illness 
(2) access and barriers to health services, (3) management of illness, (4) use of medications and (5) 
decision-making and approaches to coping with illness. The interview guide was developed by the lead 
author, reviewed by two senior researchers at Columbia University then modified and translated by Arabic 
speaking co-authors and a professional translator in Jordan. The interview questions were chosen in 
order to capture experiences and perspectives before, during and after healthcare encounters. The 
interview guide was modified when necessary during the data collection phase, based upon team 
reflections and themes that arose from the data [26].  
 
All interviews were held in the homes of participants to increase the likelihood of comfort and 
confidentiality and, on average, were 45 minutes in duration. Interviews were audio recorded with 
permission of participants. When participants declined recording, detailed written notes were taken. 
Following each interview, data collectors completed field notes to document key aspects of the interview 
experience and interview content. The full research team, guided by the lead author, held reflective 
sessions 2-3 times per week during the data collection period. Reflective activities aimed to document 
themes arising in the data, consider modifications to the interview guide, address biases and adjust 
interview approaches to improve interview quality [26]. All notes and recordings were stored on 3 
password-protected laptops, while still in the field. Materials were then transferred to 1 password-
protected laptop locked in an office at the Columbia Global Center in Amman. Recordings were uploaded 
to a secure and encrypted portal for transcription by a professional vendor.    
 
Researcher selection, training and orientation 
The full study team included a mix of national and international researchers from diverse backgrounds in 
pharmacy, forced migration, health systems, public health and urban planning. Researchers participated 
in a 3-day training and orientation in Amman, Jordan focused on qualitative methods, confidentiality, 
informed consent and interview skill-building. The training schedule included extensive time allotted for 
practicing the interviews together and also with persons unrelated to the project. The interview team 
included 3 women, AO, SQ, NA and was led by ZM. Data collectors were recruited through the Columbia 
Global Center in Amman. Three team members either had a graduate degree or were in pursuit of a 
graduate degree. One team member held a bachelor’s degree and was a practicing pharmacist in Jordan.   
 
Ethics 
All research procedures were approved by the Institutional Review Board at Columbia University Medical 
Center in New York, USA, the Syrian Refugee Affairs Directorate in the Jordanian Ministry of Interior and 
the Institutional Review Board at King Hussein Cancer Center in Amman, Jordan. An IRC staff member 
called potential participants to notify them that they qualified for the study and to gauge their interest. A 
research team member then followed up, introduced herself, described the study goals and objectives, 
gained the first verbal consent to participate and scheduled the interview. Nine people declined 




A second written consent was obtained in-person before the interview began. The participants were read 
a standard consent form that provided information about the study and contact information should 
problems arise. All respondents gave verbal informed consent by telephone followed by written informed 
consent in-person. Names and contact information were recorded during phone conversations but kept 
separate from data and destroyed after the interview. Upon agreeing to participate in the study, an 
identification number was assigned to each participant. The data was de-identified for the analysis phase 
and the reporting of findings. Interviewers were trained as described above but also received a brief 
introduction to psychological first aid (PFA). PFA skills were not needed during the data collection period 
but prepared the team members to manage urgent needs. Each interviewer also had referral information 
for mental health, education, physical health, livelihoods and other humanitarian aid related services. 
Organization names and contact information were given to participants when the specific subject matter 
was relevant to their needs. As required by the local IRB, participants were compensated $10 Jordanian 
Dinars ($14USD) to account for their time and their provision of coffee, tea and biscuits to interviewers (a 
common custom for welcoming guests). Study findings will be shared with all participants through a 
secure and encrypted Short Message Service. Additionally, a focus group will be held with a small group 
of participants to discuss findings in greater detail. Finally, results will be presented to humanitarian and 
health actors to support improvements to policy and service delivery.  
 
Data analysis 
Recorded interviews were transcribed and translated from Arabic to English by a professional vendor. 
The vendor previously worked with the team leader to transcribe interviews from the same locations in 
Jordan. The data collection and analysis phases were guided by the qualitative principles of thematic 
analysis and the constant comparative method [27] in which interviews were coded inductively and 
themes were identified and compared across the dataset. A preliminary thematic structure was created 
based on open-coding of a sub-sample of 15 transcripts read by 5 researchers who initially independently 
developed themes. The study team was expanded to include master’s trained public health practitioners, 
to support extensive coding and bring added diversity to the analysis process. A comprehensive 
codebook was created and all transcripts were 
analyzed using Dedoose (version 7.6.21). Efforts were 
made to present representative narratives from across 
the dataset. Where an uncommon narrative was 
reported, the number of participants sharing this 
perspective were noted. Rare, but powerful narratives, 
were occasionally presented as they exhibited the 
depth and gravity of a specific experience. Where 
feasible, the study methods and reporting have been 
completed in accordance with the Consolidated Criteria 
for Reporting Qualitative Research [28].  
 
Results 
Interviews were conducted with 68 respondents (Table 
1), all of whom were Syrian refugees between the ages 
of 18-59, residing in and around three governorates in 
northern and central Jordan. 50% of the respondents 
were women, 48.5% had diabetes, 72.1% had 
hypertension and 19.1% had asthma. 92.6% had 
comorbid conditions including, but not limited to 
epilepsy, gout, kidney disease, cancer, heart disease, 
stroke, umbilical hernia, depression, obsessive 
compulsive disorder, thyroid disease and 
hypercholesterolemia. 27.9% had disc disorders, due 
to injury or degenerative disc disease. 97% of 
participants visited 3 or more facilities in order to 
access primary care, secondary care, laboratory testing 
and medications. 41.2% of participants visited 5 or more facilities in order to access the above services. 
These institutions included, but were not limited to, NGOs (i.e., International Rescue Committee, 
Table 1. Participant demographics  
 N (%) 
Total  68 (100%) 
   Women 34 (50.0%) 
   Men 34 (50.0%) 
NCD diagnoses  
   Diabetes  33 (48.5%) 
   Hypertension  49 (72.1%) 
   Asthma  13 (19.1%) 
   Comorbidities 63 (92.6%) 
Residence  
   Mafraq  24 (35.3%) 
   Irbid 43 (63.2%) 
   Amman     1 (1.5%) 
Age  
   18-29 2 (2.9%) 
   30-39 13 (19.1%) 
   40-49 24 (35.3%) 
   50-59 29 (42.6%) 
Other NCD diagnoses  
   Mental illness 9 (13.2%) 
   Disc disease/injury 19 (27.9%) 
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Médecins Sans Frontières, Doctors of the World, International Federation of Red Cross and Red 
Crescent Societies), government facilities (i.e., Al-Ramtha hospital), UNHCR supported facilities (i.e., 
Jordan Health Aid Society, Caritas) and private clinics. Names of NGOs were de-identified in order to 
present systems challenges with objectivity. Interview excerpts were presented as examples of thematic 
areas and labeled by the gender and disease diagnosis of the affected person.  
 
We identified four themes as central to understanding Syrian refugee experiences accessing NCD care in 
Jordan. These learnings are the most prominent and are highlighted as opportunities for program 
improvement and policy development. 
 
1. Emotional distress is a central concern and is frequently highlighted as the trigger for a non-
communicable disease or its exacerbation. 
2. Service provision across all sectors – government, NGO, private – is complex, inadequate, 
expensive and fragmented, making it physically and financially burdensome to engage with the 
health sector.  
3. Given financial constraints, refugees make harmful health decisions in order to reduce financial 
burdens on themselves and their families. 
4. Host-community members actively exhibit solidarity with their refugee neighbors and specifically 
do so during urgent or emergency health episodes.  
 
Emotional distress and physical health 
Psychosocial wellbeing and emotional distress were central concerns and directly linked to the onset or 
exacerbation of non-communicable diseases. In many cases, respondents prioritized emotional distress 
as the reason for their illness, dismissing diet, exercise and other common risk factors. A variety of 
reasons for emotional distress were described, including missing separated family members, worrying 
about debt and the inability to meet basic needs (including food and water). Others reflected on the 
absence of activity – work and play – and its negative impact on the wellbeing of adults, children and 
communities. Several respondents, particularly those with hypertension, described the connection 
between their physical health and their emotional state, 
 
‘It will get better if God manages to [bring] me, my boys, my girls, my husband and my house all 
together. That will better the mentality. As you know we [are] in a foreign land… We left our home 
and business and came here. Sometimes we cannot even get a bottle of water to drink. My kids 
are doing their best. We are paying the house rent, electricity, water and transportation costs. My 
young son is studying Tawjihi [secondary school exams]. He wanted private lessons but I don’t 
have enough to give him for that. [Who] wouldn’t get blood pressure problems? My husband has 
been in Syria for 5 years… He isn’t able to enter… If I hear bad news my blood pressure will 
increase. We put ourselves between God’s hands, he created us and he knows what to do with 
us.’ (woman with hypertension) 
 
‘I pay the 4 dinars so I get my medication. I have a Jordanian neighbor; I get the money from 
her… What can I do? You tell me. I mean, we don’t have much to eat. I don’t have a refrigerator. I 
doubt that you will trust me if I tell you that my sons go to school on empty stomachs.’ (woman 
with diabetes, hypertension, asthma) 
 
‘In [Syria] we were living happily. What shall I tell you? I swear I didn’t think of diabetes at all. I 
work, go and come. I am a chauffeur and I love adventures and travelling. I didn’t think of 
diabetes at all. We came here [to Jordan] and had nothing to do, no work, where would someone 
go? We go to the mosque to pray. Even all the people are in a foul mood. I don’t visit anybody, I 
stay at home and think.’ (man with diabetes, hypertension) 
 
Other participants spoke of how stress and anxiety about current and past family tragedies made it 
difficult or impossible to achieve physical wellness. Respondents consistently linked these and other 
emotional pressures to their health outcomes, as well as their inability, even when adhering to medication 
regimens, to lower blood sugar and blood pressure levels or generally maintain good health. Two women 
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and two men articulated their feelings of sadness and shock, guilt and anxiety, and how these feelings 
influence their perceptions of wellness,   
 
‘No one [in] my family had a chronic disease but when we came here we had so many 
psychological pressures. Half of the family [is] still in Syria while the other half is here in Jordan. 
Even my brother and mother when they came [to Jordan] [they] suffered from [high] blood 
pressure.’ (man with hypertension) 
 
‘We only had one person in our area [in Syria] with this illness – [my] uncle’s wife. We always 
thought it was a dangerous disease. We’d ask what is this blood pressure that she keeps taking 
medication for? But here, even the 20-year-old people get it… Just yesterday, two of my cousins 
died… Just yesterday we heard about it. So, how will we not get all these illnesses? --- What’s 
happening in Syria even affects the rocks.’  
(woman with hypertension) 
 
‘He said I should [eat a] diet [good] for diabetes. I already know this information. I know what I 
should eat… For diabetes patients, diet and food is not important. The mood and mentality play 
[a] big role. For instance, [if] I receive a call from Damascus [in Syria], I feel sad for one month. I 
am the only one who left the prison... My three brothers are there. My mother is on her [own]. 
Diabetes cannot be stable as long as my family is living like that.’ (man with diabetes) 
 
‘[My] diabetes level was 500. My blood pressure was high and my condition was bad. They 
treated me here and sent me to the hospital. I get upset when I know about the situation with my 
children. Sometimes there are raids and shooting [in Syria]. I was very nervous when my 
daughter got attacked by two raids and her house destroyed. Her daughter of three months was 
in her arms. Her husband, son and she were under the collapsed house. The rescue crew came. 
They saw the baby crying and covered with blood. They knew there were people under. They 
took the child and rescued my daughter. Her husband broke his back. Her son was hit in the 
head. And she was in critical condition. How can I not be upset?... Being upset, this is what 
makes diabetes and blood pressure worse.’ (woman with diabetes, hypertension) 
 
Some of the psychosocial concerns expressed could be mitigated by improved financial conditions, 
reunification with family members or other social solutions. Other expressions of distress appeared to 
require clinical support from a mental health professional. However, it is unclear whether or not mental 
health needs were being well recognized at the primary care level. Additionally, a small fraction of 
participants were referred to mental health services but declined to attend. Two participants articulated 
their frustration, 
 
‘I know about [services at NGO 1]. They have a lawyer there and a psychiatrist…not a 
psychiatrist, just a counsellor. The counsellor asks us what kind of problems we have. I mean 
what kind of question is that? Our problems are clear. He tells us not to get angry. Well, is it a 
choice to be angry? No, it isn’t.’ (man with diabetes) 
 
‘They [the physicians] treat me and they tell me that they will forward me to a psychologist. I tell 
them I don’t want a psychologist. I mean, just leave me alone. I am tired. I am fed up.’ (woman 
with diabetes, hypertension, asthma) 
 
Only 9 participants disclosed obtaining services from a mental health provider. Of these, eight were either 
neutral about their care or satisfied with their care and described seeing reductions in symptoms. Two 
respondents noted, 
 
‘Respondent: Yes, they called me and I went and attended two sessions [for counseling]. I also 
had one this week. She calls me on the phone and tells me to come and talk. Interviewer: So, you 
feel comfortable with her to talk to her? Respondent: Yes, we talk to one another and she asks 
me stuff – You know, one speaks and lets things off of their chest.’ (man with diabetes, 
hypertension) 
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‘Just once I got sick with Obsessive Compulsive Disorder. I got sick and I stayed sick for almost a 
year. I was treated in a place called [NGO 4]. I was treated by a psychiatrist. I remained for 
almost one year taking the medicine. I only wanted to get better. I couldn’t sleep for ten days. I 
couldn’t sleep at all. I used to see bad things. I just wanted to be cured because I couldn’t sleep. I 
couldn’t sleep at all at night. For example, when I prayed, I saw bad things while praying. You 
know? I would repeat the prayer. And the same thing again. I cried during the day… I was very 
depressed. The important thing was that I was treated, and I went, [back to] normal.’ (woman with 
hypertension)  
 
Overall, respondents consistently expressed emotional distress and linked it to their inability to control 
symptoms of their diabetes, hypertension, and to a lesser degree, asthma. Several signs of distress could 
be improved through social and emotional support from friends, family members and the surrounding 
community. However, significant distress was associated with past or present violence against family 
members who were unable to escape Syria.  
 
While few options exist to solve the current issues of violence, those residing in Jordan may need more 
comprehensive, accessible and relevant psychosocial interventions and better integration of those 
services with other sectors and institutions (i.e., livelihoods, education, faith-based). A substantial number 
of participants needed more specialized mental health services but had not been recognized or referred 
by their primary care provider, highlighting a gap in service provision. Opportunities exist to better 
recognize the connections between physical and mental health, with the aim of integrating programs and 
developing responses that treat refugees as whole persons, rather than beneficiaries of single, 
fragmented sectors. 
 
Service provision is complex, fragmented, inadequate and burdensome 
Government, NGO, private 
Government 
Syrian refugees in Jordan utilize a mix of providers in an attempt to access comprehensive services for 
NCDs, including government, NGO and private facilities. In 2014, and again in 2018, Jordan enacted 
health policies that increased the price of services for Syrian refugees, making care in the public sector 
largely inaccessible. After the policy changes, most participants avoided government facilities because 
cost was a significant barrier. Several articulated how the policies influenced their choices about where to 
seek care, saying,  
 
‘I used to go there and they gave me all the needed medicines. They were very nice. It was totally 
free… [They] ceased covering people who go to government hospitals and people started to talk 
about [NGO clinics]. Hence, I started to go there.’ 
 (man with diabetes, hypertension) 
 
‘[Government facilities] used to offer all services. We could go to clinics and have tests done for 
free. The problem is when they stopped medical insurance. Everything was available but you 
cannot afford it - not after stopping medical insurance. We do not go to [government facilities] 
anymore.’ (man with diabetes, hypertension) 
 
‘I went there [to a government facility]. I used to go there to take just general medicines not 
concerned with my blood pressure. But when the [support] ceased, I never went to them again… 
If I go now, I need to pay for everything. Even if you go there, you will not find all the medicines 
you want.’ (man with hypertension) 
 
Others stated that when they did go to government facilities, it was only for emergency hospital care. 
Often the first encounter was for severe pain and to seek a definitive diagnosis for those symptoms. Upon 
receiving a diagnosis, the patient would then seek treatment from the same facility for health concerns, 
such as cardiac catheterization or kidney stone removal. However, numerous participants described the 
financial barriers to receiving secondary or tertiary care, barriers that resulted in them being unable to 
undergo important procedures. These two respondents were diagnosed with diabetes and/or 
hypertension, but here explained their failed attempts to get health services for their comorbidities, 
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‘I can’t afford it [cardiac catheterization]. It costs 400 dinars [at a government facility], and I don’t 
have 400 dinars. I would have done it a long time ago. But we don’t have it. We have the house 
rent, and you know, what are you going to do about it? You know the situation of the refugees.’ 
(man with diabetes, hypertension) 
 
‘When I took him to special doctor he said that he had [a] big kidney stone. He needed to remove 
it by surgery. It is what was causing [his] fainting. [They] took him to [a government hospital]. 
They gave him pain killers and sent him back. He feels the same pain at night. I wanted to see a 
doctor to understand what he has. After taking him, he said that he needs a surgery right away. I 
asked about it and they said it is expensive. I do not even have the bus fee! People told us to 
offer our documents to [NGO 7].’ (man with hypertension) 
 
Some respondents were faced with the high cost of secondary or tertiary care in the government setting 
but then sought help from NGOs, UN agencies and other private donors. In these cases, most recalled 
long hospital waiting lists for surgeries or long waiting periods to receive financial aid. Two men with 
diabetes highlighted their concerns, 
 
‘Operations are few here in ___ and take a lot of time when you register. For example, 
gallbladder operations take four months. There’s no one to do it even if you want to pay the fees. 
It costs about 400-500 dinars. We don’t have 40 dinars, so imagine paying 400. You may wait 
for…four months till you do it or even till a donor comes, as they give us a turn in [NGO 8]… They 
scrapped the subsidy from us, us Syrians. We [went to] the government hospital… Now this isn’t 
available. The examination fee was one pound and 65 piasters. We pay now 16 dinars.’ (man 
with diabetes) 
 
‘In 2014…when I went to the doctor there, he told me that I had an umbilical hernia and that it is 
not a big thing. I still have severe pain and it is becoming bigger. The last time he told me that my 
umbilical hernia became big and I need to do a surgery to remove it. When I went to the 
[government] hospital, they asked for 200–400 dinars… I went to UNHCR and explained…my 
situation. I call them once in a while and they tell me that my request is still under consideration.’ 
(man with diabetes) 
 
No one utilized government services for primary care or basic healthcare needs. These needs were either 
met through visits to NGO clinics, direct care-seeking from pharmacies or went unmet as a result of 
various barriers. The sole reason cited for not attending government facilities was cost and as a result 
these services were only utilized for emergencies or for services that could not be accessed for free at 
NGO clinics. The government policies instituted in 2014 and 2018 continue to push patients out of the 
public sector and into NGO facilities (when convenient and available) and private institutions (when 
financially viable). These findings shed light on the shift in care-seeking behavior from the utilization of a 
mix of service providers to a focus on seeking care from NGOs. It also presents opportunities for better 
integration of government and NGO services in order to reduce the burden on both sectors and on their 
most vulnerable patients.  
 
Non-governmental organizations  
Many refugees, particularly those residing in northern Jordan, visited NGO clinics for basic primary care 
services. Providers listed by participants have included the International Rescue Committee (IRC), Jordan 
Health Aid Society (JHAS), Caritas, Médecins Sans Frontières (MSF), Al-Emirati Hospital, Doctors of the 
World, the International Federation of Red Cross and Red Crescent Societies and several others. These 
organizations have served as an important source of care for this population. Gratitude was frequently 
expressed in relationship to NGO services, noting several practices that were satisfying to patients and 
occurred in some NGO clinics but not the majority. The first was appointment scheduling. Respondents 
noted that scheduling appointments for a specific time made their visits less burdensome. They also 
lamented that this practice only occurred at one NGO and that others required them to arrive early on the 
specified day and wait hours for service. The second practice was the distribution of blood pressure and 
blood sugar monitors for use in the home. Both practices encouraged better self-management, with 
respondents stating, 
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‘At first, I went to [NGO 1]. Because at a particular time, the [NGO 2] ceased and I needed my 
medicines, so I went to [NGO 1] and they helped me a lot. But the problem with [NGO 1] is that 
there are no appointments. So, you wait all the day long for your turn… [On the] contrary, [NGO 
2] has a good appointment system - they give the hour and minute. Even if you will be late for 
their appointment, you just call them and tell them that and they will give you another 
appointment.’ (man with hypertension) 
 
‘They [NGO 2] always send me a letter. Every month they send me a letter to tell me of my 
appointment. They even write the date and the exact hour.’  
(woman with diabetes, hypertension) 
 
‘At first, they gave us instructions for using the device [blood pressure monitor]. We used it [at 
home] and they came again. They told me to show them how I use it. I showed them and they 
said okay. They come here every time. Things are good.’ (man with diabetes, hypertension) 
 
A third practice that improved the satisfaction of patients were home visits, made in order to provide 
services to patients who had difficulty visiting a clinic. This service was particularly lauded by elders in the 
community, their adult children who provided informal homecare and persons living with physical 
disabilities. Respondents praised this practice, focusing on the convenience and the frequency of visits,  
 
‘I personally have my father who is physically disabled and they come to his house and visit him, 
check [on] him and give him the medicines. He had some blisters [on] his legs and they…offered 
him the medicines needed. Praise God.’ (man with diabetes, asthma) 
 
‘I came here and there was complete care, I take my medication from [NGO 2]… They gave me a 
blood pressure device, a diabetes device and they come to treat me at my home. The ladies 
there are intelligent and nice. They give me all of my medication, visit me every 15 days and they 
even give me two Zain phone cards in case I need to call them for anything.’ (woman with 
diabetes, hypertension) 
 
The above services were emphasized by participants as important to their patient experience and as 
either a factor that increased access or increased self-efficacy. While there was appreciation for the care 
provided by NGOs, many specific concerns arose as participants described their barriers to receiving 
comprehensive care for their NCDs, or other ailments. NGO facilities are the most financially accessible 
but are often only funded for limited services (i.e., select NCDs, solely women’s health or basic primary 
care). In addition, NGOs face cuts in funding that suddenly make select medications unavailable in their 
pharmacies. The most common concern expressed was the inability to access specialists (i.e., 
nephrologists, urologists, dermatologists, endocrinologists), secondary services, and advanced laboratory 
testing in NGO facilities. Participants also noted frustration with being unable to get dental care or visit an 
ophthalmologist or optometrist. Dozens expressed frustration about the narrow selection of services 
available,  
 
‘We used to suffer there at [NGO 1]. We felt troubled because they do not have specialists. There 
is only [a] general doctor. My son suffers from skin problems. I go to [NGO 8] where we pay for 
service. We have to pay four dinars. They have specialists. It is true that everything is free in 
[NGO 1] but they lack specialists - even for kids.’ (man with diabetes, hypertension) 
 
‘Indeed, I went to the [NGO 2]. They told me they don’t cover triglycerides and cholesterol health 
issues. They asked me to give them my mobile number so as to call me if they start to cover 
them. Since then, it [has been] eight months, no one called me… Until this very moment, they 
don’t offer all the examinations needed. For example, if you need thyroid gland, hypothalamus, or 
any other similar examination then you need to pay for it from your own money [in the private or 
government facility].’ (man with diabetes) 
 
‘I just want to say that 90% of the people need surgeries, but they can’t afford them. I am telling 
you the real deal. Many people want surgeries, but they are stuck and they only take pills to kill 
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their pain. I have two back discs and a hernia. Yet, I have to pay for the treatment from my own 
money because I am not covered. I can’t no more. Health centers such as [NGO 3], [NGO 4] and 
others only give us treatments for minor sicknesses. But they don’t cover [these concerns].’ (man 
with diabetes) 
 
‘A general practitioner isn’t the same as a specialist. Arthritis for example, or rheumatism, has a 
specialist to whom you have to go… The general practitioner never asks for the tests requested 
by the specialist. The specialist asks to see the numbers of red blood cells, white blood cells, 
hemoglobin levels….while the general practitioner may not request them…[respondent changes 
subjects]. We are living in sorrow. Can you see this [pointing to her teeth]? How can I fix them 
and how much will they cost? My tooth and face were swollen and I went to them… I went to the 
doctor and he gave me a paper with an appointment after two months to treat my tooth. I waited 
for a day or two and my tooth was swollen… He wanted me to wait 2 months to pull it out or fill 
it… How can I wait with a swollen tooth without treatment, and so I did not go back to them, let 
them all fall [out]… How would I feel? What to feel other than despair and regret for the life we 
lost and fear of what is coming?’ (woman with diabetes, hypertension)  
 
Medication shortages were also a concern to this population. Most complaints were about stock outs in 
facilities (medications that were once available but occasionally could not be found). A related concern 
was the absence of specific medications that were never available and always had to be sourced in the 
private sector. Both scenarios negatively impacted the quality of care provided, by introducing extended 
periods where patients were not able to adhere to medication regimens. These respondents described 
accessing primary care in the NGO setting but being unable to get medications and deciding to lower 
dosages or wait to be notified that the medication was back in stock.  
 
‘Respondent: At first, I used to go and take all my needed medicines, but they started to tell me 
that they don’t have medicines in the last three months. Interviewer: Do you buy the medicines 
from the [private] pharmacy? Respondent: No, I can’t. I don’t have money. I borrow [medicines] 
from people. Worst-case scenario, when I don’t have money and can’t find someone to give me 
the medicines, I start taking lower dosages…so they can last longer.’ (man with diabetes, 
hypertension) 
 
‘They do not have insulin. I went to get insulin for my wife. They said they do not have it. They are 
waiting for donations. They are doing what they can. There is no insulin now. They are waiting.’ 
(man with diabetes, hypertension) 
 
‘They have shortages of some medicines. They only say that they have a shortage of it and that 
is it. They don’t give me a specific time to come back for it. I asked them if I should come back for 
it and they told me yes, but they can’t guarantee that I will find it. It would cost me more than 50 
dinars [to buy medicines outside the NGO].’ (man with diabetes, hypertension) 
 
As a result of the narrow selection of services available in NGO facilities and the high cost of care in 
government settings, participants must navigate a complex system and visit 3 or more facilities in an 
attempt to create a comprehensive healthcare experience - visiting 1 location to see a physician, another 
for laboratory testing, a third for medications that were unavailable in setting 1 or 2, and possibly a fourth 
or fifth for any ailment not treated in the prior settings. Many participants expressed the sense that 
seeking care was burdensome, not only financially but physically and emotionally.  
 
‘[NGO 1] [only has] general practitioners for high blood pressure and diabetes. Only one general 
practitioner, and they only have the medicine for general diseases, [and] they have a problem 
with appointments. You can’t fix an appointment. At [NGO 3], you can find a doctor and fix an 
appointment but they don’t have medicine.’ (woman with hypertension) 
 
‘I went to [NGO 8] when I first came here, then after that I went to [NGO 5]. Then I went to [NGO 
1] for a bit. I had a file, a diagnosis, every time the doctor sees me he prescribes a medication... 
Then it became crowded... Then [NGO 2] opened, and I told them I wanted to go there just for 
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this illness, and I did. They chose me and started treatment with pills at first, but they observed 
that it wasn’t working. Then I went to ___ to see [a private endocrinologist]. She gave me pills 
there…it cost 40 dinars… I bought it the first month, then my neighbors bought it for me the 
second one, then it didn’t work out after that. I went back to [NGO 2]… I told them about the 
medication I was taking and that it cost 40 dinars, and then asked them if they could help me with 
it. They told me they couldn’t, but they had an alternative for it, which was insulin, but I didn’t want 
to take insulin. After that I went to [NGO 4] and they told me to get a medical report from the 
Ministry of Health… They [said] that I didn’t need this treatment and medication, so they referred 
it to the commission. The commission got it, refused and suggested alternatives, which didn’t 
work, so I was forced to go back to insulin.’ (woman with diabetes) 
 
‘They told us about this urologist in [NGO 3], and we went to him. He did the imaging and told me 
that I had a cyst above my left kidney…and had an enlarged prostate. I asked him “Is it cancer?” 
but he said “No, where are you getting this from?” He said that it was benign and that the doctor 
will write me a treatment. So, we went to [NGO 3], which is a long trip, and it was really hot. As 
you know, ___ is a hot place, and sometimes you might go there and not find your medication. 
So, we told [NGO 2] – We had medical reports from [NGO 3] that I showed them, and they told 
me to go get my medication from [NGO 1]. So, I ended up taking my prostate and triglyceride 
medications from [NGO 1]. [NGO 2] didn’t have it.’ (man with hypertension) 
 
Most respondents described additional burdens including having to incur travel costs that outweighed the 
benefit of visiting a free clinic or having informal work that made clinic visits challenging. Additionally, 
participants described long wait times in facilities and occasionally being turned away from a clinic that 
did not have the capacity to serve them. While utilization of health services was generally high among this 
population, financial barriers and operational weaknesses resulted in disjointed care and some 
participants making decisions to cease care. 
 
‘Well, sometimes when you go there [the clinic], the amount you pay just to get there and back, 
adds up to the price of the medication itself. So why would I go all the way there? I buy it from 
here [a nearby pharmacy] and save time.’ (man with hypertension) 
 
‘You go to [NGO 1]. If you’re not there by 6 o’clock, at 8 the queue is no more. Yesterday, my 
sister-in-law and my cousin went there at quarter to 8, and they told them there were no more 
turns for that day… What should I do, take a mat and sleep there? I swear to God that’s what’s 
happening to us.’ (woman with hypertension)  
 
‘They were giving me medicine… I ran out of it, so I have to buy it from [the] pharmacy. I cannot 
go to [the clinic frequently] because I work… So, I have to buy medicine from [the] pharmacy… I 
am planning on taking a day off next week to get it [from NGO 1] [because] it is expensive [at the 
pharmacy]. I pay 7 dinars for two boxes. It is impossible for me to go to a doctor outside [NGO 1] 
or [NGO 2]. My financial condition does not support that.’ (woman with hypertension) 
 
‘In [NGO 1] it is different. There is a person in front of the health center who takes our names and 
then tells us about our turn. Sometimes I will be number 30 [and] other times I will be number 50. 
It depends… In [NGO 1] they only treat 50 persons a day or so. If I come late they don’t treat me.’ 
(man with diabetes, hypertension) 
 
‘Respondent 1: We did not go to [NGO 4] or the hospital. They called and asked if we did the 
tests and I said we did not… I told them we had more than 100 people in front of us. My husband 
started crying and tore the papers… Respondent 2: My condition does not allow me to wait in line 
with 50 or 60 people. Should I keep waiting till afternoon or sleep there, waiting for my turn?’ 
(man with hypertension) 
 
‘We have to wait. There is a crisis and it is worsening. They even closed [NGO 4]. All pressure is 
on [NGO 1]. You have to wait a long time for your turn. We need to go early to get our turn and 
wait there all day.’ (man with diabetes, hypertension) 
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Finally, each NGO had their own criteria for determining who qualified for their services. These criteria, 
though helpful for humanitarian actors, created confusion among potential patients and resulted in missed 
opportunities to provide care for communities on the margins. In some cases, these criteria were factual 
in nature (i.e., services only being provided to widows), in other cases, conversations between patients 
and staff led to misunderstandings about formal procedures (i.e., number of visits allotted per month).  
 
‘I went to [NGO 6] and she told me if I am not registered there, I cannot take the medication. I 
asked her how can I register and she said I have to be a widow or divorced. I told her that we are 
not divorced but she asked for the divorce [papers] which I don’t have and so I would have to pay 
for it at the same price as [an] outside [pharmacy]. So, I stayed two days without taking it 
[hypertension medicine] until I [went] to [NGO 3].’ (woman with hypertension) 
 
‘[NGO 3] has one issue – it is about the number of visits we are allowed. For example, if I go 
today and they examine me for free, I am not allowed to get checked and examined there for the 
next 20 days. This means - no matter what, I have one visit per 20 days… Even if I am dying.’ 
(woman with asthma, hypertension) 
 
Several participants visited private hospitals or clinics, when unable to get their needs met in other 
settings, spending much of their income and incurring debt. Similar to the government facilities, they 
described only accessing services for ailments that were severe or urgent. In these cases, families 
specifically visited private facilities when their children had urgent needs (often ignoring their own 
ailments for long periods).   
 
In sum, specific practices helped patients access care and have the confidence to manage their illness. 
However, a variety of factors influenced their ability to access high quality, comprehensive care, including 
the lack of secondary services, disjointed service delivery across various institutions, medication 
limitations or specific shortages, an absence of financial support for transportation barriers and outdated 
criteria for determining who qualifies for clinical services. Across the health sector – government, NGO 
and private – negative engagements with institutions risked discouraging people from further attempts to 
seek care, resulting in exacerbation of disease and secondary complications. People living with NCDs 
require care that is well coordinated and able to meet their diverse health needs. The fragmentation and 
complexity in government and NGO health systems means that healthcare for this population is not 
comprehensive or well-coordinated and thus not of high quality. This reality places refugees with NCDs at 
greater risk for increased morbidity and mortality.  
 
Coping with illness and barriers to care 
In the face of challenges to psychosocial wellbeing and physical health, as well as difficulties accessing 
comprehensive care, Syrian refugees make a myriad of difficult daily decisions. Some of these decisions 
are about where to seek care, how often to do so, which alternatives to formal care to utilize and how to 
cope with financial limitations. These decisions and decision-making processes significantly impact 
overall health and wellbeing. Several participants highlighted a trend in care seeking behavior, 
specifically, utilizing private pharmacies as alternatives to seeking primary care. Taking on this behavior 
meant that patients were not being monitored by physicians and nurses and were instead making clinical 
adjustments (i.e., changing dosages, trying new medications) based upon their own understanding of 
their disease progression. The reasons for this practice varied and were described as follows,  
 
‘He was relieved by the injection [at the pharmacy]. But to tell you, this spring he experienced a 
relapse, so he is considering the injection again… What really stresses us is…you need to go 
there [to the clinic] at 6 in the morning to catch your turn otherwise you’re going to be late. You 
must be there early before the crowds come. You may need just a whole day before your turn. He 
goes ill and returns even more ill.’ (man with asthma) 
 
‘I don’t go there [to the government hospital] anymore. I just go to the pharmacies – the hospital is 
further away and I have to pay transportation, so I get discouraged and just go to nearby 
pharmacies… I don’t go there anymore because I go there thinking they’d treat me, but all they 
do is prescribe the usual…so I just go to the pharmacy [in] the first place.’ (woman with asthma) 
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‘Since then I started buying it from the pharmacy. They gave me this one, and when I saw that I 
was feeling better from it… This costs one dinar from the pharmacy. In [NGO 3] you go there from 
7 in the morning and leave at 12. No. I will just get it from here [the pharmacy].’ (man with 
asthma) 
 
‘Then she said, "Where is she?", I said, "She is at home, she is very old and she cannot come." 
Then she said that she cannot give us the medicine until my wife comes. I told her, "Is that the 
procedure?" She said "Yes", then I said, "You made up this procedure, I want to see the 
doctor…” I went out of the center and from that day, I did not come back for 2 years. Now I buy 
the medication myself, I have high blood pressure. My wife also has a high blood pressure. I go to 
the pharmacy and I buy the medication for me and for my wife.’ (woman with hypertension) 
 
In addition to relying solely on pharmacies for primary care, other forms of coping and decision-making 
occurred among participants. This included reducing medication dosages (without clinical consultation) in 
order to save money, begging strangers for money, selling food aid in order to purchase medications, as 
well as borrowing “similar” medications from neighbors and friends. Several participants illustrated these 
experiences, 
 
‘So, I sometimes save [money] by taking one tablet in one day, and nothing for two days… So 
that the packet is sufficient for a month… [My daughter] used to give me the medicine and ask 
me what I am taking. I used to tell her that it was fine and I can tolerate it. She told me that if I 
stop it, it might cause coagulation. But I can only depend on God.’ (woman with hypertension) 
 
‘My mother goes out and sorry to say that, but she begs [for] money and brings the medicine for 
me. I went once with her and saw people how kind they are with her, one dinar from here and two 
from there to bring the medicine. When I saw that I was touched, and asked her not to do it again. 
This is difficult for us because we were never like that and we never begged. She keeps telling 
me that people are kind and give me money, but I object to that… I am embarrassed. I am 
ashamed to tell you that my mother who is an old woman begs to bring me the medicine… We 
used to receive aide, but they stopped it… Now after they stopped the aide, my mother is forced 
to do [this].’ (woman with asthma) 
 
‘We get our monthly coupon. For instance, we get two bags of milk. Instead of giving them to 
kids, we sell those bags and buy medication. We receive the UNICEF aid for [the] kids.’ (man with 
hypertension) 
 
‘I got this [medication] from my neighbor when I ran out. I told her that I was dizzy and she told 
me to take a pill of this since it’s almost the same one, but this isn’t the same as I take. The one I 
take is foreign and costs four and a half dinars. It would last me for a month because I don’t take 
much from it.’ (woman with hypertension) 
 
In the face of rising healthcare costs, high transportation costs, long wait times in facilities and mobility 
difficulties, urban based refugees struggle to make decisions that support their health and wellness. Many 
participants described choosing pharmacies over clinics as their primary source of care and 
independently changing their medication dosage. A smaller number of participants reported raising funds 
or saving funds by begging on the street, selling food aid or borrowing a neighbor’s medication. These 
decisions are logical in the face of the current barriers. However, they may also result in numerous 
negative health consequences including a reduction in physician monitoring of NCD diagnoses, over-or-
under use of medications and unsafe procedures in the pharmacy setting. Some of the personal attempts 
to raise funds were not only dangerous (i.e., prioritizing medications over food or begging from strangers), 
but also damaging to the dignity of those seeking care. In the long-term these behaviors risk exacerbating 
disease and increasing morbidity and mortality among members of the Syrian refugee community. Other 
forms of coping were unrelated to access issues but instead served to reduce stress. One man with 




Communities exhibiting solidarity through health 
Refugees residing in urban settings and within host communities benefitted from the generosity of 
neighbors, grocery store owners, landlords and pharmacists. These community members often provided 
financial support, transportation for medical emergencies, free medications, discounted rent (or accepted 
receiving no rent for long periods) and many more offerings to support refugees in their community. 
Several participants expressed gratitude when describing how their neighbors helped with medications 
and physician visits. 
 
‘There are also some people who bring us medications, sometimes. They ask about who needs 
medications, they pay its cost. These neighbors help us. In Ramadan or when there is a funeral, 
they pay that as alms, for their dead relative’s spirit. Who do they give this to? To the poorest in 
the neighborhood. Our neighbor passed away for example–she was an old lady. Her children 
came to the neighborhood, they asked who had an electricity bill, they paid it-for her soul. Who 
wanted medications, they brought it to him. They had about 200-300 dinars which they distributed 
for who needed them.’ (man with diabetes) 
 
‘I told you that they only gave [medications] to me once or twice at [NGO 3], and then it was not 
available… Twice for the cortisone, as for the inhaler they told me to buy it from outside. I told 
them “from where can I bring them? I cannot afford it, I came to you.” They said they don’t know. 
My neighbors know that I have asthma. They are Jordanians and sometimes they give it to me 
because they have someone with asthma and they buy me one as well.’ (woman with asthma) 
 
‘Interviewer: Do you measure it [blood pressure] at home? Respondent: No, I do [it] in my 
neighbor’s house.’ (woman with hypertension) 
 
In addition to specific health-related support, landlords were also helpful and reduced rents or accepted 
extremely delayed rental payments. Participants described the flexibility and generosity of their landlords, 
saying, 
 
‘Sometimes I think of going back to Syria but I think about my neighbors. I am comfortable here. I 
am against anyone who says bad things about Jordan. They welcomed us more than any Arab 
country. I told you that my neighbors are my family. People tell me there are cheaper houses but I 
cannot move. The owner of the house says he can build a room and toilet for my daughter for 
free. His wife is 5 years older than me. He tells her, ‘Um ___ returned, go help her…’ He 
apologized to me for taking rent money. They have a store and he is [the] Imam of a mosque.’ 
(woman with hypertension) 
 
‘We used to pay 220 dinars, now he takes 200 [for the rent]. Even if we are late - I did not pay 
since December - he does not force us to pay. Even if I do not pay until the next month, he does 
not say anything. The owner of the house is very nice to us… Right now, I have more than 150 
debts in the grocery store, or 170. I am not sure. We pay later when the kids get paid - at the end 
of the month.’ (man with diabetes, hypertension) 
 
Shopkeepers or grocery store owners were also highlighted for their willingness to support refugee 
customers when they faced financial difficulties. Grocer relationships were specifically centered around 
debt so customers could purchase food items. This gesture was a lifeline for many. Several participants 
shared,  
 
‘It is safe in here, I swear, it is very safe… God blessed us with great neighbors. I have lived here 
for five years, and this is the sixth. We did not leave our house. If [it was] bad, we would have 
changed the house more than once… The store owners give us groceries with debt. They take it 
easy on us. The house owner came here once with his wife. They saw our children and our 




‘Our neighbor has a store here that he lets me work in just so I can make ends meet. You’ve seen 
my son who is 14 years old? Sometimes he goes and sells coffee in the market…and he works in 
anything he can find. He isn’t allowed to work, but we are forced to send him to work. We pulled 
him out of school so he can help us.’ (man with asthma) 
 
‘The minimum you need is 7 to 8 dinars a day, if not 10 or 15 dinars. Sometimes I sit by myself 
and cry and feel sorry for myself, but what can I do? Sometimes I cook only rice for them [my 
children], don’t we need yoghurt with it? I buy it with debt from the shop, what can I do? I am not 
alone, I have children.’ (woman with hypertension)  
 
The vast majority of participants described expressions of solidarity from their neighbors, landlords, 
shopkeepers and pharmacists. Solidarity manifested as drug donations from neighbors or pharmacists, 
decreased rent from landlords, credit from grocers and employment opportunities in family businesses. 
These gestures highlight that donating, bartering and borrowing is sustaining urban-based refugees, and 
in some cases, replacing formal aid structures.  
 
Summary of findings 
In-depth interviews with Syrian refugees residing in urban areas identified four themes as central to 
understanding the refugee experience accessing NCD care in Jordan. These themes note nuances in this 
community’s perceptions of their own health, the operational barriers they face when accessing care, the 
decisions they make in the face of healthcare limitations and the ways in which host-communities aid the 
most vulnerable in enduring the difficulties of life as a refugee. These four themes are stated below, and 
present opportunities for improvement in service delivery, as well as global and national policymaking.  
 
1. Emotional distress is a central concern and is frequently highlighted as the trigger for a non-
communicable disease or its exacerbation. 
2. Service provision across all sectors – government, NGO, private – is complex, inadequate, 
expensive and fragmented, making it physically and financially burdensome to engage with the 
health sector. 
3. Given financial constraints, refugees make harmful health decisions in order to reduce financial 
burdens on themselves and their families. 
4. Host-community members actively exhibit solidarity with their refugee neighbors and specifically 
do so during urgent or emergency health episodes.  
 
Discussion 
The study aim was to understand the depth and nuances of Syrian refugees’ experiences accessing NCD 
services in urban, non-camp settings in Jordan. Four themes were prominent in the dataset and drew 
attention to opportunities for improvement in the humanitarian response for this community and for urban-
based refugees regionally. The first theme prioritized mental health and psychosocial support (MHPSS) 
by identifying a strong link between mental and physical health and more specifically, the impact of 
mental health on one’s ability to control NCD symptoms and prevent secondary complications. The 
relationship between these variables was a central part of the vast majority of interviews and was 
identified as a barrier to wellness. The relationship between psychosocial wellbeing and physical health is 
well documented [22, 29-33]. Scott et al [31] explored the development of chronic conditions in adult 
community members who had mental disorders, and found that having mental disorders was associated 
with the increased risk of developing chronic diseases. Verma et al [29] noted that patients with diabetes 
were twice as likely to have depression in comparison to non-diabetic patients. Moussavi et al [30] further 
studied depression as a comorbidity and discovered that those with an NCD and comorbid depression 
had the worst health scores, compared to those with only one NCD or only comorbid physical conditions.  
 
Several psychosocial interventions have been explored, with mixed impact on NCD health outcomes. 
These include expressive writing for patients with asthma and poor lung function and mindfulness for 
stress reduction among people with diabetes and hypertension [34-36]. Nonetheless, there is strong 
evidence for an association between mental and physical health. These findings are relevant for 
humanitarians and health systems actors and require that (1) mental disorders be better recognized and 
integrated into primary care [37-39], (2) mental health programming be made culturally appropriate for 
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affected populations [39, 40] and (3) daily burdens (i.e., family separation, poverty, resettlement 
processes) be identified as mediators of the relationship between experiencing traumatic events and 
developing mental disorders [41, 42]. 
  
The second theme unearthed evidence that the health system is unable to provide comprehensive, 
coordinated, continuous, high-quality NCD care for refugee communities. NGOs were identified as central 
to primary care for refugees in Jordan, government facilities as only relevant for secondary care, tertiary 
care/surgery, and the private sector as a potential asset. Participants expressed physical exhaustion and 
financial burden associated with navigating services, usually visiting more than 3 facilities for care (and 
often more than 5) because of the narrow selection of services available at each institution. The Syrian 
refugee experiences examined in this study demonstrate the need to create a coordinated response 
between government, NGO and private sector actors through an expansion of the concept of a “health 
system.” Fostering high quality care for host-communities and refugees, alike, may reduce morbidity and 
mortality across the nation. Beaglehole et al [43] in “Priority actions for the NCD crisis,” emphasized the 
need to strengthen health systems, consider new governance models, ensure drug availability and 
advance universal health coverage (UHC) to meet the needs of people living with NCDs. Globally, the 
UHC discussion must contend with the need for displaced persons to be covered under national 
insurance schemes. One study among countries in the Association of Southeast Asian Nations (ASEAN) 
identified varying levels of government commitment to extending UHC to migrants, with Thailand 
exhibiting the most progressive policies – making coverage available for citizens, as well as regular and 
irregular migrants [44].  
 
The third theme exposed that Syrian refugees were forced, by their circumstances, to use coping 
strategies that were dangerous and not conducive to good health. These included borrowing medications 
from neighbors, reducing medication dosages, using alternative therapies, begging strangers for money, 
selling food aid and incurring debt at private pharmacies. Participants were not only coping with their 
illness but coping with poverty in an expensive, urban environment where 80% of Syrian refugees live 
below the poverty line. Most Syrian refugees in urban settings in Jordan are unable to participate in 
formal work and are not covered by health insurance. This population relies on select NCD services being 
made free at NGOs, while government and private facilities provide care at a high cost. These dynamics 
are similar to that of other marginalized communities across the globe and place Syrian refugees at risk of 
catastrophic spending as a result of disease complications. These conditions are exacerbated by their 
protracted experience with displacement. 
 
Dozens of studies in Vietnam, India, Pakistan, Australia, Thailand, Tanzania and the United States have 
articulated that NCDs push vulnerable populations further into poverty through high out-of-pocket (OOP), 
catastrophic spending [45-47]. An Australian study found that 61% of participants experienced financial 
difficulty 12 months after a stroke [47]. Eight studies from India focused on how diabetes influenced OOP 
spending among families and noted that OOP spending could be as high as 17.5% of household income 
[47]. NCD diagnoses are directly linked to catastrophic spending because they are often permanent 
diagnoses, require lifelong utilization of expensive medications and result in severe and expensive 
complications and hospitalizations when improperly controlled. These studies focus on a mix of low, 
middle and high-income countries but do not explore this issue in fragile or conflict-affected settings. It 
can be extrapolated, however, that the same financial burdens also impact forcibly displaced persons in 
low-and-middle income host countries. The coping mechanisms described in this study risk the health of 
affected persons and damages one’s sense of dignity. Solutions to catastrophic health spending center 
around UHC and should be prioritized as policymakers address the needs of refugee communities in 
urban, non-camp settings. 
 
The final theme identified in this study is the value of strong host-community support to refugees in urban 
settings. The findings focused on the positive actions undertaken by host-community members, in support 
of Syrian neighbors, tenants and customers. The most frequent gestures included purchasing and/or 
sharing medications and providing transportation to the hospital for emergencies. One family stored the 
insulin of a Syrian neighbor because she did not have a refrigerator. Landlords and shopkeepers were 
also generous and frequently accepted lower rent and allowed Syrian customers to purchase groceries 
with agreements to pay at a later date. The literature on social cohesion in MENA is extensive and 
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describes the tensions between Lebanese, Jordanian or Turkish hosts and Syrian refugees [48, 49]. Most 
tensions are related to perceptions about safety, employment and cultural influence. There are also 
concerns about service delivery and the sense that the influx has made it more difficult to access services 
including health [18]. Many recommendations call for more investment in programming that unites 
communities over shared interests and values. Health and wellness initiatives have the potential to play 
this role for host and refugee communities, specifically those with similar disease patterns. Innovation in 
health programming could support social cohesion efforts and build upon the goodwill that exists between 
hosts and new arrivals.  
 
The findings from this study should be viewed in light of several limitations. First, we only explored three 
NCDs – diabetes, hypertension and asthma – and did not focus the in-depth interviews on other prevalent 
diagnoses. As a result, we cannot determine if other disease experiences are similar to those under 
study. However, we did recognize and document other common illnesses held by participants which are 
listed in the results section and incorporated into the analysis. We specifically learned about psychosocial 
distress, mental disorders and disc disorders and recognize the need for additional research on these 
topics. Second, this study is qualitative and identifies frequent uncontrolled illness among a population 
that is accessing care. The study would have benefitted from capturing clinical data such as blood 
pressure, blood glucose and lung function to determine the extent to which each participant’s illness was 
being controlled at the time of the interview. However, the study does document that many participants 
had uncontrolled disease as exhibited by self-reporting of their last laboratory test, frequent emergency 
department visits and the presence of secondary complications. Third, the study sample is narrow and 
was identified through review of IRC records. Future studies with this population should identify broader 
samples from across the nation. Even with these limitations, the findings of this study are relevant, timely 
and practical and unlike much of the empirical work on this subject, elevates the voices and perspectives 
of affected communities in order to identify effective program improvements and novel strategy and policy 
options.   
 
Conclusions 
The aim of this study was to better understand the healthcare experiences of Syrian refugees with NCDs 
residing in urban Jordan. We sought to document refugee perspectives on their own health, experiences 
with health services, barriers to accessing care and methods for coping with illness and poverty. This 
objective was intentional because it is crucial that we learn from refugee voices, make improvements in 
service delivery and transform the humanitarian sector. Results suggest various opportunities to influence 
host-country policy, enhance NGO service delivery, advance private sector partnerships, integrate mental 
health and psychosocial services into primary care, align health interventions with other sectors and 
leverage the solidarity exhibited by host communities. These findings provide practitioners and 
policymakers with entry points for delivering higher quality, more comprehensive NCD care and 
developing effective healthcare policy that meets the needs of all. Health services for refugees in urban 
settings have been restricted as a result of host-country limitations on access, NGO care that lacks 
collaboration across institutions, and weak private sector engagement. This restrictive approach is a 
deterrent to integration and an attack on the fundamental right to health. The SDGs and the third UN 
high-level meeting on NCDs invites health and humanitarian actors to recognize contemporary needs and 
respond with strong health systems that meet the needs of the most marginalized including those seeking 
refuge across international borders. 
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Appendix 1:  In-depth interview guide 
 
In-depth interview guide: to understand refugee experience with health services 
Thank you for the opportunity to speak with you. The goal of this interview is to learn more about your 
experience with your health and health services in Jordan. By “health services” I mean, the services you 
receive from a physician or nurse at a clinic, hospital or pharmacy in Jordan. We will use the information 
to help agencies improve services. We will never share your name/identifying information with anyone 
outside of our research team.  
 
Do you have any questions before we begin? Thank you. Let’s get started… 
 
1. How do you feel about your health today? 
P: Do you feel in good health? Have you been diagnosed with any illnesses? What has it been 
like to live with [insert stated NCD]? What is your #1 concern about your health? 
 
2. How do you get health services for your [insert stated NCD]?  
P: Where do you seek care for your [insert stated NCD]? What types of services have you 
received there? 
 
3. Think of your last visit to [insert clinic/location]. Take your time. Walk me through   
what happened before your last visit [insert clinic/location].  
 
4. Thank you for sharing. Now, can you tell me what happened on the day of the visit? 
P: What happened during the visit? Did you see a physician or a nurse? How did you feel about 
the visit? What went well during the visit? What could have been better during the visit? Were you 
prescribed any medications? Would you return to that place again if you needed help? Did you 
pay for services? 
 
5. What advice did the physician or nurse give you about managing your [insert stated  
NCD]? 
P: What did she/he say about your diet? What did he/she say about exercise? Stress? or any 
other aspect of your personal life? What has it been like adhering to his/her recommendations? 
What would you need to be able to follow the physician’s recommendations? 
 
6. Let’s talk a bit about your medications. What medications were your prescribed for  
your [insert stated NCD]? Tell me about your experience with getting and taking your 
medications. 
P: Tell me about the costs of your medications. How much of your monthly income goes to 
medication costs? 
 
7. Other than [insert clinic/location from above], have you ever been to any other  
facilities/organizations that have helped you with your illness? How did they help? 
P: How did you find out about these organizations? Where are they located? What has been your 
experience with them? Did you have to pay for services? 
 
8. Have you ever needed care but could not get it? Tell me about that experience.  
P: Do you go to anyone else for help with your [insert stated NCD]? Do you take anything else 
that is helpful to you? Do you go to an alternative place for help? How has your health changed?  
 
9. We are almost done but I wanted to revisit something you said earlier…You  
mentioned…, can you tell me a bit more about that? 
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Introduction 
Aim 3 is focused on developing effective and feasible policy and intervention recommendations for 
humanitarian actors and the government of Jordan. This aim relied on the results from the work done to 
achieve Aims 1 and 2, and built upon those learnings in order to provide deliverables of use to those 
responding to the health needs of Syrian refugees. While a myriad of publications critique the ability of 
humanitarians and host countries to respond to the needs of urban-based refugees with NCDs, very few 
policy and intervention recommendations have been presented as alternatives to the status-quo.  
 
Methods 
This aim was accomplished through the formulation of an expert panel of more than 20 representatives 
from across the health and education sector response in Jordan. Expert panels are a methodology that 
consolidates knowledge from a diverse group of people with special expertise or positioning in order to 
discover where agreement or consensus exists about complex issues, problems or solutions.1 In this 
case, the methodology was used to identify opportunities to improve NCD care for urban-based refugees 
in Jordan, and expanded to address these same needs among host populations. The method assisted 
the author with the development of policy and intervention recommendations, informed by expertise from 
diverse actors and the findings from Aim 1 and 2. 
 
Creating the panel 
The panel consisted of more than 20 professionals and laypersons with expertise in a variety of aspects 
of the research aims including non-communicable diseases, urban environments, humanitarian response, 
health service delivery, academic research and education innovations. Members all lived and worked in 
Jordan. The criteria for selection included: depth of knowledge of or first-hand experience with health 
services for people with non-communicable disease in urban areas of Jordan; gender diversity; and 
diversity across institutional types in order to decrease bias in any final policy and intervention 
formulations. The ultimate goal was to develop well-informed policy and intervention recommendations for 
humanitarian actors and Jordanian health actors. 
 
Protocol: data collection and analysis 
The data collection and analysis protocol consisted of 4 phases. Phase 1 was the convening of the expert 
panel to review findings from the studies conducted under Aims 1 and 2. This activity was convened by 
the author and hosted at the Columbia Global Center in Amman. Phase 2 was a facilitated discussion on 
5 policies and interventions aimed at improving NCD care for urban-based Syrian refugees in Jordan. 
These policy and intervention statements were drafted by the author and drew extensively from the 
findings identified through the work conducted under Aim 1 and Aim 2. The selection of these statements 
was based upon 5 criteria, (a) ease of implementation (b) political feasibility, (c) ability to address the 
needs identified in Aims 1 and 2, (d) ability to expand access and (e) potential impact on quality of life. 
These initial policies and interventions were presented to the expert panel. The author facilitated and 
guided the panel through the discussion of each statement, with a focus on understanding strengths, 
weaknesses, opportunities and threats associated with each recommendation. In Phase 3, members of 
the panel prioritized the policy and practice statements and eliminated or collapsed overlapping concepts. 
In Phase 4, the author crafted full policy briefs for the 3 highest rated recommendations. The expert panel 
process was guided by the nominal group method. 1 2 Phases 1-3 were combined into a 1 day exercise. 
Phase 4 required 6 weeks of writing. 
 
Strengths and limitations 
The findings from the research conducted under Aim 3 should be viewed in light of several limitations. 
First, the expert panel included a diverse group of actors but did not have representation from a 
government actor. As a result, the government perspective was not captured, except through reflections 
from actors that have partnered with government agencies. However, we did recognize and highlight 
government perspectives that are publicly available in reports and response plans. Second, this analysis 
does not focus on all potential policy and intervention recommendations but instead prioritizes those 
noted by the expert panel. While this is limiting, this panel was also well placed to identify the most 
feasible solutions that were aligned with the local context. Even with these limitations, the findings of this 
Aim are both practical and ambitious and identifies creative solutions that address the needs of refugees 
and host populations, living with NCDs and residing in urban settings. 
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Next steps 
The policy and intervention briefs will be disseminated through publication with one or more Jordanian 
institutions (collaborators may include Columbia Global Center in Amman, NGO partners and/or local 
universities). Members of the expert panel will provide feedback on the briefs and engage on publication 
opportunities. The content of the policy and intervention briefs will be disseminated through websites, 
social media, print, radio and presentations to relevant stakeholders. The ultimate goal of Aim 3 is to 
utilize evidence to create content that is accessible for advocacy, discussion and debate among health 
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Purpose 
The aim of this policy brief is to inform deliberations on NCD programming by elevating the discourse on 
the capacity of communities to advance NCD prevention. This brief provides examples of efforts that can 
be implemented to address NCD needs in various settings and 
notes that both health and non-health actors can identify entry 
points for contributing to reducing the burden. This document is 
based upon a 3-phase process that took place in 2018 and 
2019 and included (1) a scoping review of the NCD intervention 
literature from urban refugee contexts in the Middle East and 
North Africa, (2) a qualitative NCD study conducted in Jordan 
with urban based Syrian refugees and (3) an expert 
consultative convening, hosted in Amman, to identify 
intervention and policy recommendations.  
 
The first two phases focused on the NCD needs of refugees in 
urban settings. However, in an effort to ensure equity and 
access across all communities, the third phase and the final 
recommendations address common NCD needs across all 
populations residing in Jordan. This brief also relies on Jordan’s Health Sector Strategy, the Jordan 
Response Plan, research and implementation efforts conducted in the MENA region and examples from 
diverse settings across the globe. Opportunities exist to decrease the burden of disease in Jordan 
through a focus on primary and secondary prevention of NCDs and investment in the strengths and 
assets that exist within Jordanian communities. 
 
Jordanian health sector strategies and responses 
Jordan has achieved measurable improvements in health and development, while managing social and 
economic pressures, including conflicts in neighboring nations and the influx of more than one million 
Syrian refugees. More specifically, Jordan has made impressive strides in the health domain including the 
reduction of child mortality from 37 per 1,000 live births in 1990 to 18 per 1,000 live births in 2015, and 
the reduction of maternal mortality from 110 per 100,000 live births in 1990 to 58 per 100,000 live births in 
2015.4 5 In addition, life expectancy stands at 74.4 years and the nation has effectively controlled vaccine 
preventable diseases including measles and polio.6  
 
Building on these achievements, the 2015-2019 Health Sector Strategy outlines further advances in 
health with commitments to universal health coverage and the prevention of non-communicable diseases. 
The strategy articulates a focus on NCD education and the reduction of risk factors including smoking and 
physical inactivity. In addition to NCDs among Jordanian citizens, the government is also focusing on 
these issues among refugee populations, as described in the 2018-2020 Jordan Response Plan (JRP). 
The JRP presents specific health objectives focused on improving the quality and access to primary, 
secondary and tertiary care; improving the quality and uptake of community interventions and 
strengthening health systems. 
 
This policy brief is well aligned with Jordan’s National Health Sector Strategy and the 2018-2020 Jordan 
Response Plan (JRP), and emphasizes the need to address NCDs through investing in community-based 
prevention efforts that improve health outcomes and reduce costs. The brief aims to build on Jordan’s 
approaches and provide additional methods for how to prevent NCDs among Jordanian citizens as well 
as displaced populations residing within Jordan. The following sections outline NCD challenges in Jordan 
and provide recommendations and case examples from the Middle East and North Africa region and 
other diverse settings across the globe. 
 
 
Scoping review: NCD 




Qualitative study: Experience 
of refugees with NCDs residing 
in urban Jordan. 
 
Expert consultative process: 
Prioritize focal areas with health, 
education, humanitarian and 
academic actors in Jordan. 
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The NCD burden 
In 2018, NCDs accounted for 71% of all deaths globally,7 8 74% of deaths in the MENA region and 76% in 
Jordan.9 10 The vast majority of NCD deaths are due to cardiovascular disease, chronic respiratory 
disease, cancer and diabetes.11 Prevalence of these diseases and their risk factors are particularly high in 
Jordan.12-14 In 2018, Abujbara et al. conducted a national survey in Jordan that identified 
hypercholesterolemia (a risk factor for cardiovascular disease and stroke) in 44.3% of the adult 
population, a two-fold increase since 1994.12 Diabetes and impaired fasting glucose prevalence was also 
high--approximately 25% in 2008, with obesity prevalence at 51.7% of the population.12 15 Jordanian 
citizens share a similar health and demographic profile to Syrian refugees. As a result, the presence of 
large numbers of refugees has increased the burden and made disease prevention vital. 
 
In addition to the adverse impact of NCDs on the health of the population, NCDs are also a threat to 
economic development.11 They decrease productivity among employed adults, increase disability as a 
result of secondary complications and cause catastrophic spending, pushing people further into poverty.11 
16 NCDs are an urgent concern to various stakeholders who are tasked with promoting wellness among 
both Jordanians and displaced populations. National health systems and humanitarian actors are 
challenged by these pressures and are called to adapt and innovate. While the situation is alarming, 
opportunities exist to prioritize the prevention of NCDs and reduce mortality, morbidity and the financial 
pressure on health systems and affected persons.17 
 
Why invest in prevention? 
This policy brief is focused on primary and secondary prevention of NCDs because prevention is cost-
effective and the over emphasis on treatment is unsustainable for families and the health system. The 
World Health Organization defines primary prevention as “actions aimed at avoiding the manifestation of 
a disease.”18 Such actions include screening for diseases as well as interventions to address social, 
behavioral, economic and commercial risk factors such as tobacco use, unhealthy diets and physical 
inactivity.11 Secondary prevention initiatives intervene to prevent disease complications among those 
already diagnosed.18 19 These efforts are key to improving health and reducing the costs associated with 
complications, including loss of sight, foot amputation, stroke and kidney failure.11 19  
 
The recommendations outlined in this brief present a combination of primary and secondary prevention 
efforts in order to exhibit the breadth of intervention possibilities. These recommendations are aligned 
with the global discourse on the prevention of NCDs, the WHO Global Business Plan for NCDs, and the 
recent commitments made by the Jordan NCD Alliance -- a coalition of civil society actors supporting the 
Ministry of Health in tackling NCD risk factors. Investment in prevention can aid Jordan in improving 




Recommendation #1: Collaborate with community partners & non-traditional health actors to 
promote physical activity & healthy diets 
 
Community assets, such as, knowledgeable neighbors, public parks and active small businesses, are 
resources that can create a platform for grassroots actions to prevent NCDs. These assets are frequently 
underestimated and dismissed as irrelevant to health promotion. On the contrary, prevention efforts can 
be tackled in community settings including religious institutions, hair salons and barbershops, schools, 
restaurants, shopping malls and other public indoor and outdoor spaces.2 20 21 Prevention programs may 
include education sessions about chronic diseases, basic clinical testing, self-administered disease risk 
assessments and behavior change counseling.22 23 They may also include community exercise events 
and cooking classes that encourage modifications to food preparation.2  
 
Larger, more robust prevention efforts should also tackle structural risk factors associated with the high 
prevalence of NCDs in Jordan. These include the marketing of unhealthy food and tobacco products, 
asymmetry in the availability of information about chronic diseases, as well as the increase in fast-foods 
outlets in urban settings, and income inequality.24 While challenging, policy changes in these arenas have 
been proven effective at reducing the upstream risk factors of NCDs among various marginalized 
populations across the globe.25     
 
Health facilities and clinicians have traditionally focused on helping people heal or manage disease. 
However, prevention activities create an opportunity and entry point for community activism in relationship 
to health and wellness. Organizations that have not traditionally prioritized health may be motivated to do 
so if beneficial collaborations are created. In addition to the above mentioned potential partners, media 
outlets, artists, and entrepreneurs will also likely be interested in supporting prevention efforts in Jordan 




UNRWA case study: Jordan, West Bank, Gaza, Lebanon2 
 
The United Nations Relief and Works Agency provides support to Palestine refugees 
across 5 settings in the Middle East. In response to the increasing NCD needs 
among this population, the UN agency undertook a diabetes campaign in 2013. 1300 
patients with diabetes were randomly selected to be part of the project with the aim 
of preventing secondary complications. Note that while this is a secondary 
prevention effort, this intervention is recognized for its potential to also serve as a 
primary prevention method.  
 
The intervention included, (1) education sessions, (2) cooking classes and (3) 
exercise events. Education sessions were focused on basic knowledge about 
diabetes, risk factors, medications, complications and other key concerns. Cooking 
classes were formed in collaboration with community organizations, patients and 
health workers. Exercise events also built upon community partnerships with 
schools, NGOs and volunteer physical trainers. The outcomes of the intervention 
were measured after six months. 
 
Significant improvements were observed in body measurements (i.e., weight, body 
mass index) and biomarkers (i.e., blood glucose, cholesterol, blood pressure), as 
well as patient knowledge and behavioral practices.    
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Recommendation #2: Develop peer coaching & education activities to foster social cohesion and 
increase adherence to clinical advice 
 
People with NCDs initially learn about their illness from a physician, but often later rely on social networks 
for information and support. Social networks are often viewed as more trustworthy and reliable. In 
addition, operational challenges in the health sector, including long wait periods and limited time for 
patient education and counseling, also encourage reliance on other sources of support.27 Peer coaching 
can advance health through education, psychosocial support and community engagement. This method 
has been used in many settings to assist people with chronic diseases and create positive social 
influences.3 28 A peer may be a community health worker, a refugee outreach volunteer or a layperson 
with a shared disease experience and a willingness to provide advice and counsel.29-31  
 
Peer coaching can aid people with NCDs in controlling their illness and also get accurate disease-related 
information into the public domain. Peer coaches may require short term training on various issues 
including (1) basic information on NCDs, (2) coaching tools and techniques and (3) behavior change 
approaches.3 Peer coaching is beneficial for health education but can also improve social cohesion and 
strengthen community relationships. In light of the migration of large numbers of refugees with NCDs into 
Jordan, opportunities exist to develop programs that partner across national identities and foster positive 
relationships, while improving health status and health outcomes. 
 
Peer coaching can occur at community centers, supermarkets, homes and by text message. This 
technique is relevant for all age groups and thus may also be useful in schools for preventing NCDs or 
the exacerbation of disease among children and youth. Peer interventions are effective at advancing 
education and disease management at a low cost. They are also useful tools for promoting personal 
empowerment and aiding communities in identifying solutions to their most pressing problems. 
  
Multi-country case study: South Africa, Thailand, Cameroon, Uganda3 
 
“Peers for Progress” was piloted in 2008 in 4 country settings to test a diverse 
selection of peer efforts to support people with diabetes. In each country setting, 
peers were operationalized differently. In South Africa’s, “Diabetes Buddies” 
program, peer supporters were women who also had diabetes. In Thailand, peer 
supporters were community health workers, more formal members of the Thai health 
system.  
 
Peers provided a diverse array of support to people with diabetes including group 
and individual meetings about self-management, phone calls & text 
suggestions/reminders, home visits, the development of community gardens, as well 
as group meals and cooking sessions to promote healthy eating. Training for peer 
supporters included the basics of aiding people with self-management, providing 
social and emotional support and referring people into the health system for more 
advanced care needs.  
 
One of the more novel activities implemented by the team in Thailand was a bicycle 
operated irrigation system for the community garden. The garden itself was an 
opportunity to grow, harvest and cook healthy foods and the bicycle promoted 
physical activity. Significant clinical improvements were observed in Thailand, 
Cameroon and Uganda.  
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Recommendation #3: Promote empowerment and self-management among people with 
uncomplicated NCDs  
 
Self-management techniques promote the control of chronic diseases including asthma, diabetes and  
hypertension.29 32 Self-management interventions can be conceptualized as advancing knowledge, 
behavior change or skill development.28 33 These goals can be achieved through the use of home-based 
disease monitoring devices (i.e., glucometers, blood pressure monitors), patient-controlled health records 
(PCHR) and the use of cell phones for text-based communication and education.1 34-36 
 
Home-based disease monitoring devices support patients in tracking their measurements including blood 
pressure and blood glucose.1 35 In high-income settings, patients often have access to these devices and 
can make lifestyle changes based upon the readings. In low-and middle-income settings, these devices 
may not be available for many of those in need.  
 
Patient controlled health records (PCHR) are another tool that supports self-management. PCHRs are 
medical records that are accessible to patients and can be reviewed to advance understanding of one’s 
illness.36 They can also be taken to new facilities in different countries and are thus useful for displaced 
populations. Historically, medical records have remained in facilities in paper or electronic formats but 
PCHRs support self-education and medical record mobility. 
 
mHealth has also been a useful tool for advancing self-management.36 Cell phones have been used for 
text-based education about diet, exercise, medication adherence and other lifestyle messages.37 Cell 
phones have also been used to foster communication between clinicians and patients, including phone 
calls with nurses or text reminders about upcoming appointments.22 Self-management efforts reduce the 
likelihood of developing secondary complications and prevent morbidity and premature mortality. 
 
  
Case study: Thailand1 
 
In an effort to address the increasing prevalence of hypertension in Thailand, in 
2013, a hospital-based research team undertook a randomized control trial of a self-
monitoring program for people with hypertension. These patients included all age 
ranges and were from one catchment area of the community hospital in Thailand.   
 
Patients with hypertension were provided with a blood pressure (BP) monitor for 
home use, along with training. They received an individual training session on how 
to use the monitor, how to record the information and how to interpret the results. 
The intervention required that patients measured their BP twice per day for 6-
months at distinct points during the day. It also required that they documented the 
recordings and discussed them with their physician during regular visits. Patients 
were followed up at 6-months and 12-months.  
 
Significant reductions in blood pressure were seen in the oldest age group, 60+ 
years. The author’s hypothesized that self-monitoring was most effective for this 
group because they spent a large portion of time at home and could conduct the 
measurements and better adhere to the protocol. Additional studies may identify 
how best to support younger populations. The intervention group (111 patients) was 




The rising burden of NCDs in Jordan calls for a multipronged strategy to prevent disease onset and 
exacerbation. Community members and their resources are key components of any successful disease 
prevention strategy and should be empowered to participate, create and lead in the development of 
solutions that address NCDs. Incorporating affected populations in problem solving processes builds on 
years of research that recognizes 
the capacity for self-help among 
affected groups, the desire to have 
control over one’s health, and the 
resilience that is cultivated when 
people are supported by friends, 
family and community.  
 
This policy brief provides 
examples of efforts that can be 
implemented to address NCD 
needs in partnership with 
community organizations. The first 
recommendation focuses on 
collaborations that aim to increase 
physical activity and change eating 
habits. The second 
recommendation presents a peer-
support program that recruits 
knowledgeable persons to coach 
others with NCDs on techniques 
for managing their illness. The 
third recommendation highlights 
self-management as a tool for the prevention of secondary complications among those already 
diagnosed. These approaches can aid Jordan in preventing NCD onset and exacerbation, averting 
morbidity and mortality, and reducing health expenditures.  
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ADDRESSING MENTAL HEALTH, PSYCHOSOCIAL SUPPORT (MHPSS) AND NCDs IN URBAN 
JORDAN: ACTING AT THE INTERSECTION 
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Health, 60 Haven Avenue B4, New York, NY 10032 
 
Purpose 
The aim of this policy brief is to highlight the mental health and psychosocial needs of persons with 
noncommunicable disease (NCD) and provide examples of interventions that address these comorbidities 
among urban residents. In recognition of the complexity that exists in Jordan, as a result of the 
humanitarian needs of refugees, and the long-term needs of citizens, this brief addresses both 
populations. This document is based upon a 3-phase 
process that took place in 2018 and 2019 and included (1) 
a scoping review of the NCD intervention literature from 
urban refugee contexts in the Middle East and North Africa, 
(2) a qualitative NCD study conducted in Jordan with urban 
based Syrian refugees and (3) an expert consultative 
convening, hosted in Amman, to identify intervention and 
policy recommendations.  
 
The first two phases focused on the NCD needs of 
refugees in urban settings. However, in an effort to ensure 
equity and access for all communities, the third phase and 
the final recommendations address common NCD needs 
across all urban populations residing in Jordan. This brief is 
aligned with Jordanian health policies and research and 
implementation efforts conducted in the MENA region, as well as policy and practice examples from 
diverse settings across the globe. Opportunities exist to better address the mental health and 
psychological wellbeing of people diagnosed with noncommunicable diseases. 
 
Jordanian health sector strategies and responses 
Jordan has achieved measurable improvements in health and development, while managing social and 
economic pressures including conflicts in neighboring nations and the recent influx of more than one 
million refugees. More specifically, Jordan has made impressive strides in the health domain, including 
the reduction of child mortality from 37 per 1,000 live births in 1990 to 18 per 1,000 live births in 2015, 
and the reduction of maternal mortality from 110 per 100,000 live births in 1990 to 58 per 100,000 live 
births in 2015.4 5 In addition, life expectancy stands at 74.4 years and the nation has effectively addressed 
vaccine preventable diseases including measles and polio.6  
 
Building on these achievements, the 2015-2019 Health Sector Strategy outlines further advances in 
health with commitments to universal health coverage and the incorporation of mental health services into 
primary and secondary care. The strategy articulates a focus on reducing the stigma of using mental 
health services and calls for increasing the number of psychiatrists. In addition to addressing MHPSS 
among Jordanian citizens, the government also highlights these issues among refugee populations, as 
described in the 2018-2020 Jordan Response Plan (JRP). The JRP presents specific health objectives 
focused on improving the quality and access to primary, secondary and tertiary care and improving the 
quality and uptake of community interventions. This policy brief is well aligned with Jordan’s National 
Health Sector Strategy and the 2018-2020 Jordan Response Plan (JRP), and emphasizes the need to 
address NCDs through investing in MHPSS efforts that improve health outcomes and reduce morbidity. 
The following sections outline NCD challenges in Jordan and provide recommendations and case 
examples from the MENA region and diverse settings across the globe. 
 
The NCD burden 
In 2018, NCDs accounted for 71% of all deaths globally,7 8 74% of deaths in the MENA region and 76% in 
Jordan.9 10 The vast majority of deaths are due to cardiovascular disease, chronic respiratory disease, 
cancer and diabetes.11 The prevalence of these diseases and their risk factors are particularly high in 
 
Scoping review: NCD 
interventions for refugees in 
urban MENA. 
 
Qualitative study: Experience 
of refugees with NCDs residing 
in urban Jordan. 
 
Expert consultative process: 
Prioritize focal areas with health, 
education, humanitarian and 
academic actors in Jordan. 
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Jordan.12-14 In 2018, Abujbara et al. conducted a national survey in Jordan that identified 
hypercholesterolemia (a risk factor for cardiovascular disease) in 44.3% of the adult population, a two-fold 
increase from 1994.12 Diabetes and impaired fasting glucose prevalence was also high -- 25% in 2008, 
with obesity prevalence at 51.7% of the population.12 15 Jordanians share a similar epidemiologic profile to 
Syrians, and as a result, the influx of refugees has increased the burden of disease. 
 
In addition to the adverse impact of NCDs on the health of the population, NCDs also threaten economic 
development.11 They decrease productivity among the employed, increase disability as a result of 
secondary complications and cause catastrophic spending, pushing families further into poverty.11 16 
NCDs are an urgent concern to all stakeholders who are promoting wellness among both Jordanians and 
displaced populations. National health systems and humanitarian actors are challenged by these 
pressures and are called to adapt and innovate. Opportunities exist to recognize and manage 
comorbidities among people with NCDs, with a focus on addressing mental disorders and psychosocial 
wellbeing. 
 
Why invest in mental health and psychosocial support (MHPSS)? 
This policy brief is focused on the integration of MHPSS and NCD care. Mental disorders among 
Jordanian communities cause enormous suffering and reduced functionality.17 Among refugees, mental 
disorders are also key issues, as are less clinical concerns such as family separation. Mental disorders 
are a risk factor for NCDs, and as a result, a significant portion of people with depression and anxiety 
have NCDs.18 19 Globally, prevalence of depression among those with hypertension, diabetes and cancer 
have been shown to be as high as 29%, 27% and 33% respectively.20 The 2007 Jordan Behavioral Risk 
Factor Surveillance Survey identified that 10% of the population had mental distress and 18% had 
hypertension, both likely underestimated due to self-report bias.17  
 
People with mental health and NCD comorbidities receive lower quality care, have poorer health 
outcomes and higher health expenses.18 One study found that 23.6% of people with comorbid depression 
and hypertension were unable to control their hypertensive symptoms.18 A qualitative study conducted in 
Jordan identified similar findings -- refugees with NCDs had emotional distress and an inability to control 
NCD symptoms.21 The recommendations outlined in this brief are aligned with the WHO’s mental health 
Gap Action Programme (mhGAP), the IASC Guidelines on Mental Health and Psychosocial Support in 
Emergency Settings and Jordan’s Ministry of Health reforms. Investment in MHPSS can aid Jordan in 





Recommendation #1: Strengthen human resources for mental health through task-shifting and 
expanded education 
 
Mental health has been prioritized in low-and middle-income countries and supported by WHO’s mhGAP. 
However, human resource limitations have made it challenging to operationalize frameworks that 
encourage integration into primary care and NCD services. Barriers include insufficient numbers of 
practitioners (i.e., psychologists, psychiatrists) and an emphasis on specialists over generalists (i.e., lay 
health workers).22 Mental health needs are high and while specialists are important, the field requires 
greater investment in the training of general practitioners, the development of lay health worker roles, as 
well as a focus on family and community supports, and self-help.22-25 
  
WHO and other actors champion the development of lay worker roles and specifically the concept of task-
shifting, the redistribution of health worker functions from specialized to less specialized roles. The 
benefits of task shifting include the expansion of access by increasing the number of available providers 
and the reduction of costs due to decreased expenses for education and hiring. Task shifting has been 
effective in other aspects of health care including minor surgery and diagnostic testing.26 Lay health 
workers may also be particularly appropriate for mental health services because they are more likely to 
gain the trust of the community, limit the exposure to stigma, and create supportive group experiences.27 
Lay workers may also be most effective at meeting the needs of marginalized groups, particularly when 
they have a shared identity (i.e., women, youth and refugees).   
 
Education and training have also been explored as methods for strengthening mental health services and 
integrating them into NCD and primary care. Several studies have noted that general practitioners in low-
resource settings face challenges identifying depression, anxiety and other mental disorders. Education 
and training opportunities may aid clinicians in recognizing symptoms, utilizing well established diagnostic 
tools and incorporating MHPSS into their daily practice.26 
  
Problem Management Plus (PM+) Case Study: Pakistan2 
 
The World Health Organization’s mental health Gap Action Programme (mhGAP) 
promotes mental health interventions that can be provided by lay health workers in 
low-and middle-income crisis-affected settings. One intervention example is Problem 
Management Plus (or PM+). In response to mental health needs and scarce human 
resources in Peshawar, Pakistan, PM + was introduced and identified as feasible for 
lay health workers. A randomized clinical trial of the PM+ intervention was 
conducted between 2014 and 2016 with 346 patients.  
 
PM + was conducted in individual 90-minute sessions for 5 weeks. The intervention 
included (1) stress management, (2) problem solving, (3) behavior activation, and a 
focus on (4) strengthening social support. PM+ was applied to depression, anxiety 
and post-traumatic stress disorder (PTSD). The 5 sessions explored a variety of 
activities including motivational interviewing, slow breathing activities and problem 
solving exercises. Sessions were facilitated by lay health workers with high school or 
college level education. These teams were trained for 8 days. Upon approval to 
function independently, they received supervision once per week.  
 
The outcomes of the intervention were measured after three months and the 
intervention group had significant reductions in anxiety and depression. 
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Recommendation #2: Introduce and expand e-mental health interventions   
 
Human resource shortages, particularly the shortages of mental health and psychosocial workers, are a 
major challenge in low-and middle-income settings. The 2011 WHO-AIMS report on the Mental Health 
System in Jordan stated that there were 1.09 psychiatrists, .27 psychologists and .3 social workers per 
100,000 population. In response to this global challenge, electronic mental health (e-mental health) 
interventions have been introduced as one method for improving access to services, reaching people in 
distant locations or those affected by conflict and, reducing feelings of stigma. 
 
There is great diversity in the types of e-mental health interventions that are available. Several 
applications are synchronous, meaning the patient and a health worker/peer engage with one another live 
on the internet. Other applications are asynchronous, where the patient views videos, completes writing 
assignments, communicates with peers or takes short clinical assessments, but does not speak to a 
health worker/peer in real-time. E-mental health applications can be used on computers but are 
increasingly accessed on cellular smart phones. These applications may provide self-help tools, guided 
coaching, reflective exercises, as well as real-time cognitive behavior-based therapy.1 22  
 
Important considerations for e-mental health interventions include the need to adapt to cultural contexts, 
address the costs of phone usage and develop strategies for protecting confidentiality.1 Cultural 
adaptation may include translation into local languages and dialects, co-designing with affected 
populations (with attention to ethical considerations) and pilot testing. Several applications make phone 
usage free for patients with a cost for the provider or the organization. Confidentiality is of great concern 
to patients as well and several tools exist for encryption of communications but further research may be 
required to ensure they meet the needs of the most vulnerable users (i.e., victims of gender-based 
violence, refugees).28 These efforts have been effective at addressing PTSD, insomnia and anxiety 
among diverse groups.1 22    
  
e-Mental Health Case Study: Iraq1 
 
To address PTSD in Iraq, an internet-based cognitive behavioral therapy intervention 
was adapted and implemented with 159 patients (79 treatment, 80 control). For a 5-
week period, patients interacted twice per-week with an online platform.  
 
They completed a series of writing activities aimed at exploring traumatic events and 
shifting perspectives on these events. Patients had experienced various types of 
trauma including sexual violence, the murder of a family member and exposure to 
war-related violence. Patients did not interact with therapists in real-time but received 
feedback and coaching based on their writings.  
 
Therapists were recruited from across the globe including the UAE, Iraq, Palestine 
and Syria and were either psychiatrists or psychotherapists. They participated in a 1-
week training on e-therapy and the general protocol. They were supervised weekly 
and managed their own patient caseload. During the 5-week period, patients had 10 
writing assignments and therapists responded to each with feedback, questions and 
prompts for the following assignment. 
 
The study team conducted a parallel group randomized trial. PTSD symptoms were 
significantly reduced and remained so during the 3-month follow up for the treatment 
group, whose chance of recovery was 74.19 times higher than those in the  
treatment group. 
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Recommendation #3: Make psychosocial support (PSS) broadly available for populations affected 
by socio-economic and crisis-related pressures 
 
Specialized mental health services are important for those with severe mental disorders. However, the 
vast majority of any population will not need these services but will benefit from more community-
centered, psychosocial supports. The Inter-Agency Standing Committee (IASC) promotes holistic 
systems of PSS (see pyramid) with a focus on making non-specialized services and supports broadly 
available for people affected by a crisis as well as daily stressors such as socio-economic pressures.24 
Such programs come in various forms -- from support groups for adults with NCDs, to play and art 
activities for children and the elderly. PSS efforts promote wellbeing through fostering a sense of safety, 
trust and inclusion, and providing emotional support.  
  
PSS initiatives are not new for people affected by NCDs. 
Programs have been developed for people with cancer 
and parents of children with autism. Across this spectrum 
of illnesses, various actors recognize the need to support 
the psychosocial wellbeing of people affected by chronic 
conditions. Improved psychosocial wellbeing is a desired 
outcome but also a method for averting the onset of major 
depression and anxiety. 
 
PSS is often relational in nature, and can be facilitated by 
laypersons. Examples include grief support and 
livelihoods initiatives. For people with NCDs, PSS may 
include group cooking sessions or dance classes that 
encourage socializing and physical activity. Significant 
psychosocial support does not come from specialists but 
rather from networks of people who sustain one another in the face of adversity.  
Psychosocial Support and Social Cohesion Case Study: Jordan3 
 
7000 people in Jordan (Jordanians and refugees) participated in a psychosocial 
support program administered by an NGO, Action Contre la Faim (ACF) in 2014. The 
intervention had many components (i.e., assistance with water and sanitation and cash 
assistance). ACF also offered specific support groups to help participants deal with 
their distress and have safe environments to discuss feelings and emotions. 
 
Some support groups were general in nature, while others focused specifically on 
shared issues (i.e., parenting difficulties, being a single mother, having anger 
management issues). Topics covered in the supportive sessions included stress 
management, addressing discrimination, education and accessing health services.   
 
The sessions took place weekly (for 5-6 weeks) and were moderated by psychosocial 
workers (PSWs). PSWs did not need specific educational qualifications but were 
trained and supervised by a psychologist. Training prepared them to manage conflict 
and create respectful environments.  
 
The program was evaluated using qualitative focus groups with participants but did not 
measure health outcomes. Participants expressed satisfaction with the program and 
specific appreciation for reducing their sense of isolation and improving communication 
within their families.    
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Conclusion 
The rising burden of NCDs in Jordan calls for a multipronged strategy that prioritizes the recognition and 
treatment of people with mental disorders and NCD comorbidities. This challenge requires inventive and 
resourceful solutions that build on the strength of the Jordanian health system and introduce new models 
of care. These new models will expand access 
to larger numbers of people and to those for 
whom health facilities are inaccessible. These 
approaches will also lower health care costs by 
reducing visits to facilities and shifting tasks to 
less specialized staff.  
 
Mental health services have traditionally been 
considered as separate from NCDs and primary 
care. This separation exists both in clinical 
practice and upstream in the financing of 
service delivery. This approach is fragmented, 
resource-intensive and inefficient. It is also 
ineffective at improving health outcomes for 
people affected by either or both NCDs and 
mental disorders.29 30 The situation in urban 
Jordan calls for a more holistic approach to 
health and wellness, one that integrates NCD 
care with civic and lay efforts to support mental 
health and psychosocial wellbeing. 
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Purpose 
The aim of this policy brief is to highlight opportunities to strengthen the Jordanian health system with a 
focus on healthcare quality, access and equity for people with noncommunicable diseases (NCDs). It is 
noted that this brief may be relevant to both government health actors as well as potential partners in the 
non-profit and for-profit health sectors. This document is 
based upon a 3-phase process that took place in 2018 and 
2019 and included (1) a scoping review of the NCD 
intervention literature from urban refugee contexts in the 
Middle East and North Africa, (2) a qualitative NCD study 
conducted in Jordan with urban based Syrian refugees and 
(3) an expert consultative convening, hosted in Amman, to 
identify intervention and policy recommendations.  
 
The first two phases focused on the NCD needs of refugees 
in urban settings. However, in an effort to ensure quality, 
access and equity across all communities, the third phase 
and the final recommendations address common NCD 
needs across all populations residing in Jordan. This brief 
also builds on Jordanian national plans and strategies, 
research and implementation efforts conducted in the Middle East and North Africa (MENA) and 
examples from diverse settings across the globe.  
 
Jordanian health sector strategies and responses 
Jordan has achieved measurable improvements in health and development, while managing social and 
economic pressures, including conflicts in neighboring nations and the influx of more than one million 
Syrian refugees. More specifically, Jordan has made impressive strides in the health domain including the 
reduction of child mortality from 37 per 1,000 live births in 1990 to 18 per 1,000 live births in 2015, and 
the reduction of maternal mortality from 110 per 100,000 live births in 1990 to 58 per 100,000 live births in 
2015.3 4 In addition, life expectancy stands at 74.4 years and the nation has effectively controlled vaccine 
preventable diseases, including measles and polio.5  
 
Building on these achievements, the 2015-2019 Health Sector Strategy outlines further advances in 
health with commitments to universal health coverage (UHC) and the improvement of the quality of 
services provided in hospitals and health centers. The strategy articulates a specific focus on achieving 
UHC for Jordanian citizens, reducing variation in the quality of care provided and increasing the utilization 
of clinical guidelines and protocols. In addition to strengthening the health system for Jordanian citizens, 
the government is also focusing on these issues among refugee populations, as described in the 2018-
2020 Jordan Response Plan (JRP). The JRP presents specific health objectives including the 
improvement of quality and access at the primary, secondary and tertiary levels. 
 
This policy brief is well aligned with Jordan’s National Health Sector Strategy and the 2018-2020 JRP. 
The brief aims to build on Jordan’s approaches and identify additional steps for improving the access and 
quality of NCD care and the equitable distribution of services for both citizens and displaced populations 
in urban areas. The following sections outline NCD challenges in Jordan and provide recommendations 
and case examples from MENA, as well as other settings across the globe. 
 
The NCD burden 
In 2018, NCDs accounted for 71% of all deaths globally,6-8 74% of deaths in the MENA region and 76% in 
Jordan.9 10 The vast majority of NCD deaths are due to cardiovascular disease, chronic respiratory 
disease, cancer and diabetes.11 Prevalence of these diseases and their risk factors are particularly high in 
 
 
Scoping review: NCD 
interventions for refugees in 
urban MENA. 
 
Qualitative study: Experience of 
refugees with NCDs residing in 
urban Jordan. 
 
Expert consultative process: 
Prioritize focal areas with health, 
education, humanitarian and 
academic actors in Jordan. 
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Jordan.12-14 In 2018, Abujbara et al. conducted a national survey in Jordan that identified 
hypercholesterolemia (a risk factor for cardiovascular disease, stroke) in 44.3% of the adult population, a 
two-fold increase since 1994.12 Diabetes and impaired fasting glucose prevalence was also high--
approximately 25% in 2008, with obesity prevalence at 51.7% of the population.12 15 Jordanian citizens 
share a similar epidemiologic profile to Syrian refugees. Thus, the presence of large numbers of refugees 
has likely increased the health burden and made health system strengthening vital. 
 
In addition to the adverse impact of NCDs on the health of the population, NCDs are also a threat to 
economic development.11 16 They decrease productivity among employed adults, increase disability as a 
result of secondary complications and cause catastrophic spending, pushing people further into poverty.11 
17 NCDs are an urgent concern to various stakeholders who are tasked with promoting wellness among 
both Jordanians and displaced populations. National health systems and humanitarian actors are 
challenged by these pressures and are called to adapt and innovate. Opportunities exist to prioritize 
quality, access, and equity for all those seeking NCD care in Jordan. 
 
Why invest in quality, access and equity? 
This policy brief is focused on strengthening the Jordanian health system with specific attention to the 
quality, access and equity of NCD services in urban areas. In 2018, the Lancet Commission on High 
Quality Health Systems linked poor quality care to resource wastage (i.e., inadequate care coordination, 
medical errors), reduced confidence in the health system and poor health outcomes, such as loss of 
function and mortality.8 People with NCDs require healthcare that is well-coordinated, comprehensive in 
nature and continuously available. Several studies, in Jordan and globally, note gaps in the health 
systems’ ability to provide care that meets these criteria.6 15 It was estimated that in 2016, 5 million deaths 
in low-and middle-income countries were a result of poor quality care.18    
 
The equitable distribution of services is also key to achieving national targets and the Sustainable 
Development Goals. Equity has been defined as “the absence of systematic disparities in health between 
groups with different levels of underlying social advantage/disadvantage.” Inequity in health systems may 
result in specific groups being unable to access high quality care. Kruk et al (2018)8 noted that inequity in 
the health system impacts the most marginalized (i.e., people with disabilities, the poor, migrants and 
refugees). The authors also state that health is a public good – a service that exists for the benefit of 
whole societies.  
 
The purpose of this brief is to present recommendations that will strengthen the quality, equity and access 
to care for people with NCDs in Jordan. Consistent with Jordan’s commitment to the UHC 2030 Compact 
and the Jordan Response Plan, these recommendations apply equally to refugees and Jordanians living 
with NCDs in urban settings.  
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Recommendation #1: Pilot financial mechanisms that reduce healthcare costs and expand 
coverage for NCD services among vulnerable populations 
 
Refugees and vulnerable citizens experience difficulties accessing high quality health services.8 In 
middle-income settings limited access is partly a result of health services being unaffordable. Universal 
health coverage (UHC) has been touted as the solution to issues of access and equity but has been 
difficult to achieve for all citizens and displaced persons.19 One part of the debate centers around who 
should be included in the term “universal”?20 The SDGs frame UHC as inclusive of all, including 
traditionally marginalized groups, such as migrants and refugees.19 Host countries critique this broad 
definition as burdensome and unsustainable.20 However, the protracted nature of forced migrations has 
resulted in the exploration of new mechanisms for funding health services and reducing cost.21  
 
There are various approaches to expanding coverage for marginalized groups. The first option is 
traditional health insurance.2 Several countries have expanded their national insurance plans to 
incorporate refugees, while others have developed parallel insurance schemes, specifically created for 
refugee populations. For example, Costa Rica’s national health service covers select needs for refugees 
(i.e., emergency care) and requires enrollment in the national insurance plan to access other services. 
UNHCR, however, covers the costs of the most vulnerable refugees diagnosed with chronic illnesses.22  
 
The second option is community-based health insurance (CBHI), which is common for addressing the 
needs of citizens and is increasingly being considered for displaced populations. CBHI often focuses on 
the poor and is administered at the community level by NGOs, rather than the national government. This 
mechanism has been implemented in Ethiopia, China, Rwanda and India to support women and 
farmers.23 In addition to traditional insurance and CBHI, other mechanisms have been suggested, 
including catastrophe bonds and pay-for-performance.2 Novel funding mechanisms must be explored in 
order to develop health systems that provide equitable access to high quality care.  
  
Salamat Health Insurance Case Study: Iran2 
 
More than 1 million Afghan refugees reside in urban settings in Iran. In response to 
the protracted nature of displacement, the Iranian government, in partnership with 
UNHCR and a public-private company, established Salamat Health Insurance 
Coverage for refugees from Afghanistan. UNHCR contributes to the insurance 
scheme in order to lower the premiums paid by enrollees and pays the premiums or 
co-payments for the most vulnerable (less than 15% of the population).   
 
Insurance coverage for refugees was introduced in 2011 and has continuously grown 
to meet the needs of more members of the refugee community. This insurance 
package covers hospital stays, outpatient services, antenatal care, family planning, 
primary care visits, labs, medications and other treatments. The program has been 
lauded for its innovative approach and for its attention to specific NCD diagnoses 
including hemophilia and multiple sclerosis, as well as common treatments including 
dialysis and kidney transplant.  
 
Several other countries have also extended their insurance schemes to cover 
refugees including Cambodia and Costa Rica. Formal evaluations of the effectiveness 
of these insurance schemes have not been completed. However, UNHCR continues 
to champion the inclusion of refugees into national insurance plans and to partner 
with interested parties, both private and public. 
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Recommendation #2: Create national level quality improvement (QI) collaboratives aimed at 
enhancing NCD services across all sectors  
 
Quality improvement initiatives “make changes that lead to better patient outcomes, better system 
performance and better professional development.”24 Investing in quality also increases the demand for 
services as people recognize the value of engaging with the health system. QI includes improving 
healthcare services at the facility level, as well as large-scale national level leaps forward in the quality of 
care provided to all people, across all settings.1 25 These efforts may include introducing key performance 
indicators, adapting clinical guidelines, refining referral pathways, developing checklists to prevent 
medical errors, or measuring patient satisfaction and reducing patient wait times.1 26-28  
 
Key performance indicators (KPIs) measure health systems performance and provide decision-makers 
with the tools to track progress and improvement, compare quality across sites, reward good performance 
and support poor performing teams. Examples of KPIs include process measures such as average 
patient wait time to treatment, percent of diabetic patients who received eye exams, the proportion of 
people who had heart attacks and received rehabilitation, or the rate of infections post-surgery in the 
hospital setting. At the national level, health systems benefit from measuring and monitoring these 
indicators, using the results to guide action to enhance care. KPIs have been implemented in various 
settings including the United States, Ethiopia, Spain and South Africa.29 30  
 
Clinical guidelines and algorithms are also useful for improving the quality of NCD services. These tools 
aid clinicians in decision-making about medications, counseling, laboratory testing and referrals. Studies 
in MENA region note challenges to introducing clinical guidelines and encouraging adherence among 
physicians. However, other studies present effective interventions that aid clinicians in using these tools 
(on electronic platforms) to change their practice behavior, better document service delivery and improve 
the quality of care provided to people with NCDs and other comorbidities.26 31 32  
  
Ethiopian Hospital Alliance for Quality Case Study: Ethiopia1 
 
Between 2012-2014, the Ethiopian Ministry of Health (MOH) implemented a national 
level quality collaborative/alliance aimed at improving patient satisfaction across 120 
government hospitals. This work was commissioned in reaction to large variations in 
health systems performance and healthcare quality across various districts and 
regions. 
 
All hospitals were enrolled in the collaborative and had to report patient satisfaction 
on a quarterly basis to the MOH. Fifteen hospitals were recognized and rewarded for 
their performance on patient satisfaction and other related key performance indicators 
(KPIs). These high performing facilities were then assigned the role of mentor/coach 
to other hospitals that struggled with achieving key targets. Coaching efforts took 
place by phone and through tailored workshops. Coaching focused on identifying 
operational problems, understanding root causes and piloting solutions to gaps in 
patient care. 
 
Hospitals were provided with a Change Package, a concise, creative tool for 
introducing best practices that would improve patient satisfaction. The Package 
contained practices from across Ethiopia, highlighting the feasibility of transforming 
service delivery in resource-limited settings. A pre-post intervention study identified 




The rising burden of NCDs in Jordan calls for greater investment in healthcare quality, access and equity 
for marginalized Jordanians and refugees living in Jordan. Opportunities exist for national level, 
transformative approaches to expanding insurance coverage and engaging in continuous quality 
improvement efforts. Insurance models that cover the most vulnerable will not only expand access and 
equity but also improve health outcomes and reduce catastrophic expenditures among people with NCDs. 
In addition, large-scale quality improvement initiatives will motivate the health sector to provide NCD care 
that is comprehensive, coordinated and continuous and thus reduce the likelihood of increased suffering, 
morbidity and mortality among people with long-term illnesses. A focus on quality, access and equity is 
centered in the global commitment to the SDGs and will aid Jordan in building a resilient health system 
that can effectively respond to future stress, pressures and crises.  
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